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The subject of encephalitis is specially suitable for the 
section of diseases of children because in so many of 
its forms it is the period of childhood which is principally 
affected. The term ‘‘ encephalitis,’’ however, must be 
interpreted in its broadest sense. It is used to cover a 
large and heterogeneous variety of conditions, some inflam- 
matory, others toxi-degenerative, and others of a vascular 
nature—embolic, haemorrhagic, and thrombotic. For the 
clinician it is often impossible to make a_ pathological 
diagnosis with any certainty, as the symptoms presented 
by the patient can only indicate which parts of the brain 
are involved, and may be produced by a variety of 
causes. 

In the first place, we recognize two main types of 
encephalitis—the suppurative and the non-suppurative. 
About the former, suppurative encephalitis or cerebral 
abscess, it is sufficient to say that it is due to an invasion 
of the central nervous system by pyogenic organisms, and 
is almost invariably secondary to infection of the middle 
ear and mastoid, or a complication of chronic pulmonary 
disease. 

Non-suppurative encephalitis covers a much wider field, 
and contains the bulk of our material. The last twelve 
years, since 1922, have been specially eventful in in- 
creasing our knowledge of the clinical and pathological 
aspects of encephalitis. The stimulus provided has been the 
wave of prevalence of spontaneous forms of meningo- 
encephalitis, and of nervous complications following 
vaccination and some of the exanthemata. Earlier in the 
present century, starting from about 1916, the world-wide 
spread of epidemics of encephalitis lethargica constitutes 
a separate and distinct event. Prior to these two epochs 
encephalitis occupied comparatively little space in medical 
literature, and, with the exception of polio-encephalitis, 
is mainly referred to under purely clin‘cal titles, such as 
sporadic cases of acute hemiplegia, acute tremor, and acute 
ataxy. 

I propose to review briefly the various types of encephal- 
itis in the following order: encephalitis lethargica and 
polio-encephalitis ; encephalitis as a complication of vacci- 
nation, the acute fevers, and exanthemata ; and acute 
disseminated encephalo-myelitis of spontaneous onset. 


Encephalitis Lethargica and Polio-encephaiitis 
Encephalitis lethargica polio-encephalo-myelitis 
stand out as distinct and separate entities—diseases of 
virus causation, with a clear-cut pathology, and without 
relation to any of the other forms of encephalitis. The 
neurotropic virus of encephalitis lethargica has a predilec- 
tion for the grey matter of the brain stem and _ basal 


* Read in opening a discussion in the Section of Paediatrics at 
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ganglia, though no part of the nervous system is exempt. 
In polio-encephalitis, which, compared to the spinal type, 
poliomyelitis, is undoubtedly a rare disease, the activity 
of the virus falls focally upon the grey matter of the 
cortex, less often the brain stem and cerebellum. 

The symptoms of ‘‘ sleepy sickness’’ are too well 
known to need much comment. In the epidemics of past 
years an acute stage was frequently observed, typified 
by lethargy, disturbance of the sleep rhythm, ocular 
paralyses, myoclonic and choreiform movements of the 
limbs. Characteristic symptoms of the chronic stage are 
lethargy, mental changes, and Parkinsonian rigidity. 
Mental deterioration in intelligence and behaviour are 
specially common in cases occurring in early childhood. 
In recent years, since 1926, the prevalence of the disease 
has markedly declined, and an acute stage is now rarely 
witnessed, or is of so mild a nature that its significance 
escapes recognition. A few cases in the chronic stage still 
come to light, in children as well as in adults. 

To make a diagnosis of polio-encephalitis in the absence 
of polio-infection in epidemic proportions is probably 
nearly always inaccurate. The predilection of the polio- 
virus for the grey matter of the spinal cord has bee. 
proved experimentally beyond any doubt. Cerebral lesions, 
either in man or in animals, are unusual. Even in 
epidemics of poliomyelitis the cerebral type of case will 
not account for more than 4 per cent. of the total. The 
usual syndromes of polio-encephalitis are a sudden onset 
of fever, vomiting, convulsions, and coma, with a residuum 
of hemiplegia, sometimes accompanied by mental defect 
and epilepsy, or the main symptom may be cerebellar 
ataxy. These syndromes, however, are common to so 
many types of encephalitis, following acute fevers, the 
exanthemata, and of spontaneous onset, that in sporadic 
cases the clinician can seldom be certain of their pathology. 

The frequency with which a diagnosis of polio-encephal- 
itis is made in cases of acute hemiplegia in young children 
dates back to 1884. In that year Striimpell published a 
paper, based on twenty-four cases, in only two of which 
was the condition a complication of measles and of scarlet 
fever: He cited the uniformity of the symptoms with 
motor paralysis, the healthy type of child affected, the 
early age of onset (nineteen out of twenty-four cases in 
the first three years of life), and claimed that the condi- 
tion was a specific disease, infective in origin, closely 
analogous to spinal paralysis or poliomyelitis. His opinion 
was supported by Marie and others, but queried by 
Wallenberg, who remarked that, although the symp- 
tomatology of acute hemiplegia in children was sharply 
defined, its morbid anatomy possessed no characteristic 
lesion. Gowers also opposed the theory, and stated that 
encephalitis of the Striimpell type was a “ theoretical 
disease.’ 
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Encephalitis Associated with Vaccination and Acute Fevers 


The group of encephalopathies associated with the acute 
fevers, exanthemata, and vaccination has been inten- 
sively studied within recent years. These nervous com- 
plications have long been recognized as rare occurrences, 
but actually since 1922 the cases following vaccination, 
measles, small-pox, and chicken-pox have been more 
numerous. 

The clinical syndromes of the encephalopathies follow- 
ing vaccination, the acute fevers, and exanthems are cf 
several types, but some types tend to be more often asso- 
ciated with certain fevers than with others. A meningeal 
syndrome, or state of meningismus or serous meningitis, 
with headache, vomiting, cervical rigidity, Kernig’s sign, 
and sometimes convulsions, may be observed in any of 
the fevers. Other syndromes are: (1) a combined cerebral 
and spinal type ; (2) a mainly spinal type ; (3) a cerebellar 
or ataxic form ; and (4) a focal cerebral hemiplegic type. 

After vaccination, measles, and small-pox the combined 
encephalo-myelitic and the mainly myelitic syndromes 
are most common. Cerebellar ataxy, less often spinal 
symptoms, are seen following chicken-pox. In the much 
rarer cases following German measies, cerebral, cerebellar, 
and spinal symptoms have been recorded. The _ focal 
hemiplegic syndrome is the commonest complication of 
whooping-cough, scarlet fever, and mumps. 

The nervous complications of vaccination, measles, 
small-pox, chicken-pox, and German measles have many 
features in common. This family likeness is noticeable in 
the symptomatology, the uniformity of the time interval, 
or period of incubation, separating the primary exanthem 
and the nervous symptoms. Further, the occurrence of 
nervous symptoms seldom bears any relation to the 
severity of the primary exanthem, or to the size of the 
epidemic. 

The sequence of events is generally as follows. Usually 
after an incubation period of about seven days, and 
therefore in the period of decline of the primary exanthem 
when the patient is afebrile, the nervous symptoms appear 
abruptly with a renewal of pyrexia. Meningeal symp- 
toms are commonly present, and drowsiness is a prominent 
symptom, often deepening to coma, which may last for 
several days. On the return of consciousness the character 
of the paralysis becomes more obvious. In the encephalo 
myelitic type multiple focal signs of involvement of the 
brain and spinal cord are observed, including diplegia, 
hemiplegia, and aphasia, choreiform movements, rigidity, 
tremor, difficulty in speech and in swallowing, absence of 
the knee- and ankle-jerks, with extensor plantar responses. 
Trismus is often observed. Ocular paralyses and nystagmus 
are uncommon, but some swelling of the optic disks is 
frequently present. In the cerebellar type the predominant 
feature is ataxia. The character of the spinal type is 
that of a transverse or an ascending myelitis, with sensory 
disturbances and retention of urine. 

Some reference must be made to the relative frequency 
of these complications. The case records, prior to the 
last twelve years, have been very few in number, and 
the instances of post-varicellar complications still rarer. 
Dagnelie, van Bogaert, and others have estimated from 
the literature a total of sixty-nine cases following chicken- 
pox, of which fifty have occurred since 1920, with thirteen 
in the year 1930 alone. In measles the figures have shown 
a striking rise since 1924. In England for the four years 
1927 to 1930 of fatal cases alone there have been twenty- 
five. Post-vaccinial encephalitis began to be more frequent 
in 1922. From 1922 to 1927 the total of cases in Holland 
was 170, in England and Wales ninety-three, of which 
nine were in infants under 1 year. A raised incidence has 


been reported in nearly all European countries and in 
This prevalence, however, must not be exag- 


America. 


gerated, for, as Rolleston states, ‘‘ the proport'on of cases 
with nervous sequels was 1 to every 33,000 vaccinations, 
and of deaths, 1 to every 66,000 vaccinations.’’ Since 
1929 the number of cases following vaccination has 
markedly diminished. Following small-pox, mostly of the 
modified type, a slight increase of nervous complications 
has occurred. Marsden and Hurst described ten cases out 
of 40,313 cases of small-pox notified in England and Wales 
between 1928 and 1931. With one exception the ages in 
the group were all below 15 years. 

The mortality rate in the cases following these fevers 
is unequal. It is least in the post-varicellar cases—about 
6 per cent. In the cases following measles Ford estimates 
the mortality at about 10 per cent., and in post-vaccinial 
cases the average mortality has been 30 to 40 per cent. 
Otherwise the prognosis is good, and recovery usually 
complete, though some form of paralysis, or a psychosis, 
such as a speech disturbance, aphasia, or abnormal be- 
haviour, may linger for a while. A permanent incapacity 
of some form has apparently been more common in the 
cases following measles than after vaccination or chicken- 
pox. 

In scarlet fever, encephalitis, usually of the hemiplegic 
type, may occur early in the fever or not until later in 
the period of desquamation. The nervous symptoms in 
whooping-cough are often delayed until after the period 
of paroxysmal coughing has practically ceased. Usually 
the syndrome consists of multiple convulsions, or whoop- 
ing-cough eclampsia, in some cases accompanied by hemi- 
plegia, diplegia, idiocy, and blindness (Baginsky, Schmitt, 
Turnowsky). Most cases of pertussis eclampsia are fatal, 
but in a few instances recovery has occurred, even with 
return of vision and disappearance of hemiplegia. Symp- 
toms of meningitis or of meningo-encephalitis, with hemi- 
plegia, may occur in mumps, but are extremely rare. 
Meningeal and meningo-encephalitic complications may 
also occur in many other acute infections, such as pneu- 
monia, erysipelas (Eckel), streptococcal pharyngeal and 
otitic inflammation. I have seen complete recovery occur 
in a case of this type following a streptococcal infection of 
the throat and middle ear in a boy of 7 years. It is 
interesting to note that Freud, in 1897, stated that hemi- 
plegia in children occurred after infective conditions in 
the following order of frequency: measles, scarlet fever, 
small-pox, German measles, whooping-cough, diphtheria, 
follicular tonsillitis, gastro-enteritis, pneumonia, typhoid, 
mumps, and vaccination. 

Broadly speaking, the pathological features of the 
encephalopathies following vaccination, the exanthemata, 
and other fevers are of two main types. In one the 
principal points are congestion, oedema, vascular endo- 
thelial proliferation, and ganglion cell degeneration. This 
type is known as acute toxic encephalitis, and sometimes 
as acute haemorrhagic encephalitis with the presence of 
microscopical extravasation of red cells in relation to the 
vessels. The distinctive feature of the other type is the 
presence of areas of demyclination around the small veins, 
chiefly in the white matter—demyelinating encephalitis. 

Toxic encephalitis is the form usually associated with 
whooping-cough and acute infections, such as pneumonia 
and streptococcal tonsillitis and otitis media. Some cases 
of scarlatinal meningo-encephalitis are of this kind, and 
it has also occurred in association with measles and 
small-pox. The onset of symptoms, however, in cases of 
this nature complicating measles and small-pox shows no 
typical incubation period, but may even precede the 
appearance of the rash. Toxic encephalitis is almost 
certainly a reaction to bacterial toxins rather than the 
result of a microbic invasion. Grinker and Stone have 
drawn attention to the fact that the characteristic cerebral, 
vascular, endothelial proliferation, and ganglion cell de- 
generation has also been observed in cases of food poison- 
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ing, and can be produced experimentally by inorganic 

isons. A purely meningeal syndrome, or serous mening- 
itis, can also be produced by a toxaemia. Blithdorn 
describes ten such cases in children, three complicating 
pneumonia, two whooping-cough, and five of spontaneous 
onset. 

The endotoxin of whooping-cough has been shown ex- 
perimentally in guinea-pigs by Fonteyne and Dagnelie 
to have a highly toxic action in minute doses injected 
intracerebrally. An intense convulsive state pro- 
voked with a rapidly fatal meningo-encephalitis. Dubois, 
Ley, and Dagnelie, in eight fatal cases -of whooping 
eclampsia, found fairly distinctive anatomical changes, 
consisting of small-celled meningeal infiltration and toxic 
degenerative changes of the ganglion cells. In none of 
these cases had haemorrhage occurred. 

Vascular lesions as a cause of hemiplegia in whooping- 
cough and scarlet fever have in the past acquired an 
importance which cannot be justified. It is possible in 
whooping-cough in the early stages, during a particularly 
severe bout of coughing, that asphyxia may lead to 
vascular stasis, cerebral oedema, and even haemorrhage, 
resulting in a temporary or permanent hemiplegia. 1 
have seen cases of hemiplegia, presumably of asphyxial 
origin, both in whooping-cough and in asthma, and in each 
instance the paralysis entirely cleared up. 

The second pathological type, or demyelinating en- 
cephalitis, is characteristic of the cases of encephalo- 
myelitis following vaccination, measles, small-pox, 
chicken-pox, and German measles. The origin of this 
demyelinating reaction has yet to be solved—whether 
it is due to the action of the virus of the primary 
exanthem itself, or due to toxins, or to a latent hypo- 
thetical virus stirred into activity by any of these fevers. 
In vaccination experimental research has failed to repro- 
duce lesions analogous to the demyelinating encephalitis 
seen in man. Hurst states that the lesions produced: in 
the nervous system by vaccine virus are of a totally 
different type. 


Spontaneous Acute Disseminated Encephalo-myelitis 

Under this title several conditions are grouped which 
present cerebral, spinal, and meningeal symptoms, either 
combined or separately. They arise independently of the 
acute fevers or exanthems, or of any known cause. One 
form is clinically and pathologically indistinguishable from 
the cases of encephalo-myelitis following vaccination and 
measles. It shows the same demy*linating feature. 
Hurst considers that it should be regarded as an inde- 
pendent clinical and pathological entity, whether foliow- 
ing one of the fevers or arising spontaneously. The 
spontaneous cases within recent years have occurred in 
children and young adults, and if the condition existed 
formerly it was either unrecognized or excited little 
interest. 

Another form resembles in both clinical and pathological 
features the toxic encephalitis complicating acute infec- 
tions—pneumonia, tonsillitis, and scarlet fever. It has 
been described under several titles: acute meningo- 
encephalo-myelitis of childhood, acute toxic or serous 
encephalitis (Brain and Hunter, Brown and Symmers). 
Both sporadic and epidemic cases have been recorded. 
Recovery is often complete in non-fatal cases, but the 
Mortality has varied in different epidemics. In Brown 
and Symmers’s ten cases of ‘‘ acute serous encephalitis, 
aged 2 years and 2 months to 7 years, all died. 

Cases of a mainly meningeal type have been described 
as “epidemic serous meningitis,’ or ‘‘ epidemic mening- 
itis minor’? (Schlesinger, Braithwaite and Innes). In 


Braithwaite and Innes’s series of thirteen cases in children 
between 9 weeks and 6 years old, five were spontaneous 
and six secondary to mild bronchopneumonia. 


It is difficult to know where to fit in the spontaneous 
cases in young children of acute tremor, acute ataxy, and 
acute hemiplegia, of which there are a large number of 
records in the literature (Poynton, Miller). Very little 
is known of the pathology of these conditions, as they 
are seldom fatal, and their causation is obscure, though 
they are possibly of toxic origin. In the cases of acute 
ataxy, and of acute tremor with hypertonus, nystagmus, 
and scanning speech, recovery is usually complete. In the 
cases of acute hemiplegia the paralysis is permanent, and 
often accompanied by amentia and epilepsy. This con- 
dition occurs chiefly in healthy young children, most 
often in the first three years of life (Taylor, Osler), and 
early symptoms are fever and a convulsive state, lasting 
for several days or longer. In such a case, which suc- 
cumbed to bronchopneumonia, I had the opportunity of 
making a post-mortem examination, and found a throm- 
bosis of one anterior cerebral artery, with no evidence of 
arterial disease elsewhere. 

The Cerebro-spinal Fluid.—In all those forms of non- 
suppurative encephalitis the state of the cerebro-spinal 
fluid is fairly uniform. It may be normal, or show a 
slight rise in the protein percentage and a small or 
moderate increase of cells, which are mainly lymphocytes. 
Occasionally a turbid fluid is encountered, especially in 
the cases following measles, and polymorphs may pre- 
dominate. A diagnosis of tuberculous meningitis is apt 
to be made in the early stages, but on subsequent lumbar 
punctures the persistence of normal percentages for the 
chlorides and glucose excludes this possibility. 

Treatment.—Besides its diagnostic use, lumbar pune- 
ture is of value in alleviating the symptoms, and should 
be performed daily in the acute stage. Convalescent sera 
in the cases following vaccination (Horder, Hekman), and 
after measles and chicken-pox, have been used with 
apparent success, but the use of these sera must be 
empirical until more is known of the causation of thes 
nervous complications. 
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Major G. D. Jameson, R.A.M.C., in his annual report 
to the Gibraltar City Council, states that the general 
health of Gibraltar was good in 1933, when the zymotic 
death rate was the lowest recorded during the past decade. 
The infantile mortality rate was lower than in any 
previously recorded year. During a short period in the 
autumn, water for drinking purposes was supplied from 
wells at North Front to supplement the existing rain- 
water supply. This water was chlorinated before distri- 
bution, and the scheme worked successfully. 
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TYPHUS FEVERS IN THE TROPICS * 


BY 


Sr JOHN MEGAW, K.C.LE. 

MEDICAL ADVISEk TO THE INDIA OFFICE 
The title of the present discussion is ‘‘ Tropical Typhus,”’ 
but this name is obviously inappropriate, as the fevers 
with which we are dealing occur just as frequently in 
cold countries as in hot. A more suitable name is 
‘‘ Typhus Fevers in the Tropics,’’ and although some 
experts are sure to object, I will adopt this until some- 
thing better is suggested. 

I propose to deal wth the typhus fevers very briefly 
and in an elementary manner from the historical, clinical, 
and epidemiological points of view. I shall make little 
reference to the virus of the fevers: this omiss.on is not 
due to any lack of appreciation of the very valuable con- 
tributions made by laboratory workers to our knowledge 
of these diseases, but to the fact that Dr. Fletcher and 
Dr. Felix, who have done so much to elucidate this 
aspect of the subject, are expected to take part in the 
discussion. My remarks are intended to provide a sketchy 
background to the very interesting observations which 
they are sure to make. 


Typhus as an Epidemic Disease 


Every schoolboy knows ’’ that the name typhus 
fever ’’ was originally applied to typhoid and relapsing 
fever as well as to typhus. In 1837 Still and Gerhard 
showed that typhoid fever was a distinct disease, and in 
1843 Henderson differentiated relapsing fever. In 1862 
Murchison emphasized the contagious nature of typhus 
fever. Nicolle and Conseil, in 1909, proved that the 
disease could be conveyed by lice. Between 1906 and 
1910 Ricketts and Wilder suggested that the bodies now 
known as Rickettsia bodies were the causal organisms of 
typhus fever and Rocky Mountain spotted fever. In 
1910 Wilson of Belfast discovered that the sera of typhus 
patients agglutinated organisms of the coli group which 
had been isolated from cases of the disease. He was 
careful to point out that he did not regard this agglutina- 
tion response as indicating that the organisms caused 
typhus fever. Weil and Felix in 1916 described the 
reaction which is now known by their name ; they used 
an organism called ‘‘ Proteus X 19.’’ 

Until recently typhus exanthematicus was regarded as 
being essentially different from the other fevers which 
resembled it so closely in their clinical features ; the reason 
being that these fevers were in sharp contrast with typhus 
in not being epidemic diseases associated with crowding, 
poverty, filth, and lice, and in not be:ng directly com- 
municable from man to man. Accordingly, even the 
spotted fever of the Rocky Mountains, which closely 
resembles typhus, was regarded by nearly all observers 
as belonging to a different disease group, until Wolbach, 
in his masterly monographs on the subject in 1916 to 1919, 
showed the essential similarity in the pathology of these 
two fevers. Sambon, however, had previously insisted 
that they were really the same as typhus fever. 

So long ago as 1897 Brill of New York had discussed 
the relation between the disease which now goes by his 
name and typhus fever ; he concluded that the epidemio- 
logical differences were so great as to make it impossible 
to place the two fevers in the same group, but in 1912 
Brill’s disease came to be regarded as an inter-epidemic 
form of typhus, because its virus was found to protect 
animals against typhus. 


* Read in opening a discussion in the Section of Tropical Diseases 
at the Annual] Meeting of the British Medical Asscciation, Bourne- 
mouth, 1934. 


At this date the position was that typhus fever was 
regarded as a unitary disease, while the Rocky Mountain 
and Japanese fevers were considered as belonging to a 
different category ; they were known to be communicated 
from rodents to man by ticks and mites respectively. 


Insect Vectors in other Diseases Resemb! ng Typhus 


A brief reference must be made to some fevers, the 
aetiology of which was not known at first, but which are 
now recognized as belonging to the typhus Cisease group, 
In 1910 Smithson in Queensland descr.bed a fever re. 
sembling Brill’s disease ; he suspected that the vector 
was some insect living in sugar canes. The same year 
Conor and Bruch described a similar disease in Tun‘s, and 
called it ‘‘ fi¢vre boutonneuse.’’ In 1911 McNaught gave 
an account of an anomalous form of paratyphoid occurring 
in South Africa. In his report he makes a significant 
reference to a suggestion by Colonel Maher that the fever 
might be connected with ticks, since he found that some 
of the patients had been bitten by ticks prior to the 
onset. McKechnie, in 1913, wrote a very interesting 
report, unfortunately never published, of a fever prevalent 
in one locality in the Kumaon region of the lower 
Himalayas. He called th's fever typhus, and suggested 
fleas, bugs, and mosquitos as possible vectors. Two 
years later, in 1915, Schiiffner described a pseudo-typhus 
fever in Sumatra, and suspected a tick or mite of being 
the vector. The name given by Schiffner would probably 
be more correctly translated into English as _ pseudo- 
typhoid, as I understand he was thinking of typhus 
abdominalis rather than typhus exanthematicus. 


Non-Epidemic Typhus in India 

My own experience of a non-epidemic typhus fever was 
thrust upon me rather than sought. In June, 1916, while 
in the near neighbourhood of the place where McKechnie 
had already reported his cases of typhus, I found a tick on 
myneckin circumstances which indicated it must have 
attached itself about twelve hours earlier. Some twenty 
days later, after returning to Lucknow, I began to suffer 
from fever with a step-like rise in temperature ; within 
four days an eruption appeared, which recalled to my 
mind the descriptions I had read of the Rocky Mountain 
fever. At that time no human disease was known to be 
conveyed by a tick in India, so I had light-heartedly 
thrown away a very interesting specimen which, within 
a few days, assumed considerable importance as_be.ng 
the only likely vector of my attack of fever. 

I wrote an account of my case in the Indian Medical 
Gazette of January, 1917, in which I suggested that the 
tick must have been either Rhipicephalus sanguineus or 
Hyalomma aegypticum. This, I think, was the first case 
in which definite evidence was produced of a tick being 
the vector of a typhus-like fever outside the Rocky 
Mountain fever zone. I also suggested that McKechnie’s 
Kumaon fever and the fevers described by Conor, 
McNaught, and others should be classed with the spotted 
fever of Idaho and Brill’s disease as a subgroup of typhus 
fever, differing from that fever in being conveyed by ticks 
or fleas, in being place diseases, and in having no con- 
nexion with lice, famine, dirt, or overcrowding. I fell 
into one serious error in regarding the low virulence of 
these diseases as being an important feature in differenti- 
ating them from classical typhus, but apart from this 
I have nothing to retract from what I wrote nearly 
eighteen years ago. 

Several readers of my note, including Major-General 
Sprawson and Colonel Chapman, sent me accounts of 
similar cases which they had observed in various places 
in India. On the strength of these reports and after 
further study of the subject, I felt justified in suggesting 
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in a paper published in the Indian Medical Gazette of 
October, 1921, that a fever conveyed to man from an 
animal of the wilds by a tick was widely distributed in 
India and probably in other parts of the world ; that 
this could not be clearly distinguished from the Rocky 
Mountain fever ; and that it, with the other sporadic 
typhus-like diseases, should be classified as members of 
the typhus fever group. Accordingly, I suggested the 
classification ‘‘ louse typhus, tick typhus,’’ and ‘* mite 
typhus.”’ In later papers I produced evidence of the 
frequent occurrence of tick typhus in various parts of 
India as well as in other countries, and added to my 
previously proposed classification another heading— 
namely, typhus of unknown vector.’’ 


TYPHUS FEVERS 


Fletcher's Work in the Federated Malay States 

Apart from work in the Rocky Mountain, Japanese, and 
Indian areas, there was little evidence of interest in the 
sporadic typhus fevers until 1926, when Dr. William 
Fletcher Cescribed a number of cases of ‘‘ tropical typhus ”’ 
in the Federated Malay States. Dr. Fletcher was struck 
with the resemblance between his cases and those described 
by me in India, but he found no evidence of tick bite, 
and the agglutination response to proteus X organisms 
was quite different in his cases from that observed in 
India. In the Indian tick typhus the Weil-Felix reaction 
was usually negative, or posit:ve only in such dilutions 
as 1 in 80 or 1 in 100 to proteus X 19, whereas Fletcher 
found two sharply contrasted groups of cases, one of which 
gave a strongly positive reaction to proteus X 19 and 
was negative to the Kingsbury strain of protews, while 
the other reacted to the Kingsbury strain of proteus X 
but was negative to proteus X 19. At first the 
differences between the two forms of tropical typhus 
and tick typhus were rather puzzling, but recent work 
indicates that there really are three distinct types of 
sporadic typhus—namely, tick typhus, mite typhus, and 
flea typhus—and that each of these shows a distinct 
characteristic agglutination response towards proteus X 
organisms. 

Apart altogether from its great intrinsic value, Dr. 
Fletcher’s report was very important in attracting the 
attention of the medical world to these sporadic typhus 
fevers. Within the past few years a vast number of 
observations have been published showing that the fevers 
of the typhus group are very widespread in their distribu- 
tion and of considerable practical importance. 

It was not until 1930 that Durand, Conseil, and Brumpt 
demonstrated the conveyance of “ fiévre boutonneuse ’’ 
by a tick, Rhipicephalus sanguineus, which was one of the 
two suspected by me in 1916. Now we know also that the 
form of sporadic typhus which conforms to Brill’s descrip- 
tion is conveyed from rats to man by fleas, so that to my 
previous provisional classification there must now be added 
another subgroup—“‘ flea typhus.’’ 


Need for Uniform Nomenclature 


A few words must be said on the subject of the 
classification of the typhus fevers. Dr, E. W. Goodall 
objected to Dr. Fletcher’s use of the name “‘ tropical 
typhus,’’ on the ground that all the typhus fevers ought 
to be called typhus pure and simple, irrespective of the 
vectors concerned and any other differences that exist 
between them. While I object to the name ‘“‘ tropical 
typhus,’’ I object much more strongly to the position 


adopted by Dr. Goodall, for although the sporadic fevers 
are very similar to louse typhus in their clinical and 
pathological features, they are poles asunder in their 
epidemiology and in the measures that are called for 
in their practical management. If the name “‘ typhus " 
were applied to all fevers of the group without further 
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qualification a very misleading suggestion would be 
conveyed. 

Disease nomenclature is intended to be helpful to the 
medical man, and should be as simple as possible, but tf 
we attempt to secure simplicity by lump‘ng together things 
that are essentially different the only result will be con- 
fusion. The classification of the typhus fevers is a matter 
of real importance, and I take this opportunity of appeal- 
ing once more for the adoption of a uniform and rational 
nomenclature. The need for this step is evident When we 
consider that more than a dozen different names were given 
to the sporadic typhus fevers in a single recent issue of the 
Tropical Diseases Bulletin. Here is an incomplete list of 
twenty-seven names which have been used during the past 
few years for these fevers: spotted fever of the Rocky 
Mountains, fiévre boutonneuse, fiévre exanthematique, 
fiévre escharo nodularis, eruptive fever, macular fever, 
Marseilles fever, jungle typhus, spotted fever of the 
Eastern type, tick-bite fever, tick fever, Brill’s disease, 
tropical typhus, endemic typhus, sporadic typhus, shop 
typhus, ship typhus, murine typhus, tabardillo, Mexican 
typhus, flea typhus, Manchurian typhus, Japanese river 
fever, tsutsugamushi, pseudo-typhoid of Deli, Mossmann 
fever, and mite typhus. This is an appalling list, the only 
redeeming feature of which is the growing tendency to 
use the name typhus. Place names are obviously unsuit- 
able ; they suggest that the disease is restricted to one 
locality—for example, I could not have described Indian 
tick typhus as Rocky Mountain fever. Names like 
spotted ’’ or ‘‘ macular ’’ are also unsat'sfactory ; there 
are so many fevers in which spots or macules appear 
that the name becomes meaningless. 

My provisional suggestion that the word typhus quali- 
fied by the name of the vector should be employed was 
open to criticism, because the vector was often unknown 
or cCoubtful. This perfectly sound objection can only 
be met by a frank confession of ignorance when the 
actual vector is unknown or doubtful, and accordingly 
employing the non-committal general term ‘‘ non-epidemic 
typhus "’ to indicate those fevers which are not conveyed 
from man to man by lice as contrasted with ‘‘ epidemic 
typhus,’’ which has a human reservoir of infect‘on. The 
term ‘‘ endemic ’’ would be neater and better than 
‘‘non-epidemic,’’ but it has already been earmarked 
as a name for flea typhus, and therefore could not be 
used without risk of confusion. 


“e 


Suggested Classification 

Evidence is now accumulating to show that the spec’fic 
agglutination response of each of the non-epidemic typhus 
fevers is associated with the vector concerned, so that 
we may soon be able to classify the fevers according to 
the vector, even when there is no direct evidence as to 
which arthropod is responsible in any given case. With 
the rapid accumulation of more knowledge of the geo- 
graphical distribution of the fevers, difficulty in assigning 
each case to the appropriate vector should soon disappear. 
Until something better is proposed I therefore suggest the 
following modification of my original class-fication. 


The typhus fevers 


Epidemic typhus Non-epidemic typhus 
| 


Louse typhus 


| H 
Tick typhus Mitetyphus Fleatyphus Non-epidemic 
typhus of ur- 
known vector 


This classification is not ideal, since, apart from the 
occasional difficulty of determining which vector is con- 
cerned, we are not yet able definitely to state that there 
are four distinct types of virus. In louse, tick, and mite 


typhus the evidence is already fairly strong that each 
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virus is different from the others ; at any rate there is no 
case on record of direct communication of tick or mite 
typhus from one person to another, and, after all, the 
manner of conveyance of the diseases is by far the most 
important practical matter from the physician’s point of 
v-ew. Flea typhus is so closely related to louse typhus 
in its immunolog:cal and serological aspects that careful 
research will be needed to cetermine whether or not the 
virus of louse typhus can ever be transmitted by fleas. 
If this virus be transmissible by fleas it must be greatly 
attenuated in the process, since flea typhus is the one 
type which has never been found to be severe. There 
is no evidence that any of the non-epidemic typhus fevers 
has ever started in a louse-borne epidemic, so that 
although there may be some mental reservations regarding 
the relation of the fevers, practising physicians can safely 
base their action on the hypothesis that epidemic and 
non-epidemic typhus fevers are essentially d’stinct from 
each other. 


Differential Diagnosis 

I have already referred to the error into which I fell 
eighteen years ago with regard to virulence ; the truth is 
that tick typhus and mite typhus may be very mild or 
very severe. The same applies to a lesser extent to louse 
typhus, which is sometimes quite mild. Flea typhus 
alone has a consistent record of mildness so far, although 
severe or even fatal cases have been recorded. Another 
po.nt which is sometimes relied on for differential diagnos's 
between the various forms of non-epidem‘c typhus is the 
presence or absence of local necrosis at the site of infec- 
tion associated with lymphangitis. This feature is some- 
times present and sometimes absent, both in tick typhus 
and mite typhus; it cannot, therefore, be relied 
on as a point of Gistinction between the two fevers. 
Agglutination and animal inoculation tests are not always 
conclus:ve, so that when there is no positive evidence 
regarding the vector difficulty may arise at times in 
individual cases in distinguish.ng between the three types 
of non-epidem‘c typhus. 

On the other hand, there will seldom be any difficulty 
in deciding whether any given fever belongs to the 
epidemic or non-epidemic group if all the circumstances 
of each case or outbreak are invest:gated. After all, the 
chief concern of the medical man is to decide whether 
he is dealing with a disease which calls for extremely 
careful precautions to prevent spread to other human 
beings or with a disease not communicable from man to 
man. 

Serological tests against two or more varieties of 
proteus X organisms will often be of great help in 
diagnosis, and knowledge of the local conditions will 
usually make it possible to be reasonably certain of the 
particular vector which is concerned. 

We are now at an interesting stage of the investigation, 
and with so many intelligent observers at work through- 
out the world we seem to be rapidly approaching the 
time when the non-epidemic typhus fevers will be com- 
pletely rescued from the small and rapidly diminishing 
group of fevers of unknown or doubtful aetiology. The 
most astonishing feature of the non-epicemic typhus fevers 
is that they escaped recognition so long in many parts 
of the world, in spite of their striking and characteristic 
features. 


Volume XII of the Guide to Current Official Statistics 
of the United Kingdom is now available. It contains a 
list of the titles and prices of the statistical volumes 
issued during 1933 by the Governments of Great Britain 
and Northern Ireland, and an alphabetical index of their 
contents. Copies can be obtained from H.M. Stationery 


Office (Is. net, Is. 5d. post free). 
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Discussion will be confined to chorea of Sydenham’s type 
in children, Debatable cases of adult hysteria, pregnancy 
chorea, and conditions such as Huntington’s chorea 
with structural changes in the central nervous 
system have been excluded. 


gross 


General Considerations 

The anatomical basis of the disease is still uncertain, 
and such changes as have been described are attributable 
to pyrexia, capillary emboli from coincident endocarditis, 
or confusion in diagnosis with the choreiform varieties of 
epidemic encephalitis. The basal difficulty is that in its 
typical form Svdenham’s chorea is not fatal. Practically 
all recorded post-mortems have been carried out on cases 
of rheumatic endocarditis and pericarditis complicated by 
chorea, and not on patients dead from chorea itself. The 
most careful histological research, with modern methods 
on a typical case, by Shaw** did not reveal any morbid 


changes other than simple hyperaemia. It can be 
assumed, therefore, that the anatomical changes are 


negligible, and not such as to preclude complete recovery, 
If the patient is suitably rested and cared for, the spon- 
taneous recovery rate approaches 100 per cent., so that 
the effect of a drug can only be assessed in terms of its 
ability to lessen the duration or severity of the attack. 
The average duration is usually accepted as s.x to ten 
weeks, but some cases drag on for months. 

For greater discrimination some method of grouping is 
essential. 

1. Mild chorea, in which speech is not definitely affected 
and the patient can feed and dress himself with more cr 
less difficulty. 

2. Moderate chorea, in which coarse voluntary movements 
can still be performed, but the patient cannot feed or dress 
himself. 

3. Severe chorea. 
all purposeful voluntary action, 
tective measures are required. 


Violence or pseudo-paresis now prevent 
Bed boards and ther pro- 


Adopting a somewhat similar grouping Sutton?® records 
sixty-three undrugged cases. 


Group Average Duration Extremes 
1. Mild 35 days 10-65 days 
2. Moderate = noel 46 19-120 days 


30-180 days 


= 


The general average was 47 days. 


There is no reason tc believe that the general character- 
istics of the disease have undergone any material change 
in the last eighty or ninety years. Already by 1846 H. M. 
Hughes’ had dealt with the matter at Guy's. A few years 
later Sée?’ recorded an extensive clinical and aetiological 
analysis in Paris, and Trousseau discussed it at the New 
Sydenham Society. In 1874 Pye-Smith** reviewed the 
Guy’s Hospital figures again, and in 1897 Morley Fletcher'* 
did the same at St. Bartholomew’s. The chief clinical 
features have remained constant throughout. The disease 
has persistently occurred about three times as commonly 
in females as in males. The age of maximum incidence 
has always been between eight years and puberty. Urban 
districts have been more affected than the country, and 
the association with articular rheumatism and_ inflam- 
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mation of the heart has been uniformly common. The 
mortality has been steady at about 2 per cent. If these 
facts are borne in mind it becomes comparatively easy to 
discard most of the older methods as powerless to change 
the general course of the complaint. 


Therapeutic Measures 


Methods have been varied and ingenious, and routes of 
administration many. 

By Mouth.—Sodium salicylate, arsenious oxide, mercury, 
antipyrine, aspirin, chloral, chloretone, trional, bromides, 
luminal, nirvanol and other hypnotics. thyroid, parathyroid, 
and iodine. 

Subcutaneously,—Adrenaline, sodium cacodylate, Rosenow’s 
antiserum, and varieties of antistreptoeoccal sera. 

Intravenously.—Novarsenobenzol, hypotonic saline. 

Intramuscularly. Sulpharsphenamine, milk, typhoid vac- 
cines, and T.A.B. 

Intrathecally.—Magnesium sulphate, colloidal silver, gentian- 
violet, 1 per cent. phenol, atoxyl, sodium salicylate. 

Per Rectum,.—Avertin and paraldehyde. 

Various Measures.—The removal of tonsils and other foci 
of sepsis and irritation ; the ketogenic diet. 


Although most of these methods can be dismissed as 
useless a few call for special discussion. 


NIRVANOL 

Nirvanol, or phenyl-ethyl-hydantoin, a near relation of 
the barbiturates, was first introduced as a hypnotic, but 
soon discredited because of its great tendency to produce 
skin eruption. It was reintroduced in 1919 by Roeder,*® 
in Germany, as a specific for chorea. Her results were 
confirmed in Germany (1924-5) by Schmal,** E. Hefter,® 
and Husler,* and subsequently by a host of workers in 
Germany, America, and England. Even in 1932 its praises 
were still sounded, thirteen years after its introduction 
(Dennett and Wetchler*). It would appear to be quite 
established as a drug which shortens the attack in a 
useful proportion of cases, in spite of the adverse report 
from a minority of clinicians—for example, Weinfeld and 
Cohen.*! The treatment is drastic. A week is occupied 
in saturating the patient with the drug. Then follows a 
period of fever, rash, and severe constitutional disturbance. 
The method is not free from risk, and a certain number 
of deaths have been attributed to its use. It may cause 
serious leucopenia, loss of platelets, purpura, mucosal 
haemorrhage (Jones and Jacobs’), b!oody diarrhoea, jaun- 
dice (Keller'®), severe lung complications (Piltz,** also 
Jones and Jacobs’), and damage to the kidneys (Pilcher 
and Gerstenberger*'). 

These universally disagreeable and sometimes dangerous 
side actions preclude any general employment of the drug 
in private practice. In my personal experience the bio- 
chemical trauma produced by the drug has impressed me 
far more than its efficacy in controlling the chorea. 


KeEroGENic DIrt 


Increased muscular excitability in conditions of alkalosis 
and tetany led to the suggestion that, in a converse 
manner, hyperexcitability might be depressed by the 
production of artificial acidosis. With this end in view 
a diet containing an excessive proportion of fat is given. 
The ratio of fatty acid to glucose is made 2:1 and 
graduated until the ratio becomes 4:1. On this 
regimen acetone quickly appears in the urine, although 
the pH of the blood and the plasma bicarbonate are net 
easily modified. Some authors have reported improve- 
ment in chorea, but the most recent records by Gerstley 
and Wile,° of fifteen closely observed cases, failed to show 
any advantage in the method at all ; such has been my 
own experience. 


PyROGENETIC METHODS 


Since the introduction of the malarial treatment for 
general paralysis in 1918 by Wagner and Jauregg, many 
other pyrogenic substances have been employed: inocula- 
tion with Treponema hispanicum and with the organism 
of rat-bite fever ; intravenous injection of typhoid vaccine ; 
and, more recently, intramuscular injections of colloidal 
sulphur. 

Mas de Ayala'® was probably the first to apply the 
method in chorea, using Treponema hispanicum ; but 
mixed typhoid and paratyphoid vaccine proved much 
more convenient, and remarkable success has been claimed 
for this measure by Sutton*® (1931) and by Trawley, 
Pepper, and Wathe*! (1932). About 250 millions of the 
mixed organisms are injected, and the dose steadily in- 
creased daily. A peak of temperature is produced in 
about three hours, and the temperature is normal four 
or five hours later. The method appears to cut short 
the attack effectively. It must, however, be classed as 
drastic treatment. The patients are decidedly exhausted 
and anaemic afterwards, and require a considerable period 
for convalescence (Mandel'*). It is clearly desirable to 
find some simpler therapy if possible. 


Three Aetiological Factors 


A consideration of the three commonly recognized 
aetiological factors—rheumatism, nervous strain, and 
calcium deficiency—has led me to adopt a gentler type 
of treatment. 

RHEUMATISM 


The association between chorea and rheumatic fever is 
too close to be ignored. Mackenzie,'* in 1887, recorded 
a history of rheumatic fever in 26 per cent. of his cases. 
Morley Fletcher,'® in 1896, found the incidence to be 
26.9 per cent. among the in-patients at St. Bartholomew’s. 
The corresponding figures for endocarditis among chorea 
patients are: Hughes (1846), 50 per cent. ; Mackenzie 
(1887), 32 per cent. ; Morley Fletcher (1896), 37 per cent. 

These figures are still representative of the condition 
in more modern times. More careful analysis shows also 
that the severity of the rheumatic lesion varies in parallel 
with the severity of the chorea. Thus in the same series 
of chorea cases rheumatic fever occurred in only 19 per 
cent. of mild out-patient chorea cases, but in 27 per cent. 
of more severe in-patient types. Similarly, heart murmurs 
were present in 22 per cent. of mild cases, but in 49 per 
cent. of those requiring treatment in the wards. The 
intimate relation between the two conditions can be 
accepted as established beyond dispute. 


NERVOUS STRAIN 


It is difficult to discuss this factor on an actuarial basis. 
A history of fright or of persistent strain from overwork 
or excitement is given by a large number of the children 
concerned. The patient is frequently described as alert 
and bright intellectually before the chorea begins, although 
powers of attention and application may be seriously 
impaired later. Sedatives and tranquillity undoubtedly 
diminish the violence of the movements, even if they 
do not shorten the attack. 


CaLcIuM DEFICIENCY 


In the latter half of the last century Isambard Owen 
reported that the topographical distribution of chorea 
seemed to follow that of rickets, and in 1927 the Medical 
Research Council'’ reported that general poverty was the 
only environmental factor which appeared to be operative 
in the production of the rheumatic troubles of childhood. 
More detailed analysis proved elusive. 
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It ‘ae long been known that a lack of calcium leads 
to increased muscular excitability (Biedemann,' Loeb," 
Lucas'*), manifesting itself in spontaneous twitchings, 
rhythmical contraction, and increased sensitiveness to 
electrical stimuli. The excitability of the motor cortex 
also rises as the calcium concentration falls. In man a 
fall in serum calcium leads to increased electrical excita- 
bility of the muscles ending in tetany. Recently 
Carter-Braine, Spurrell, demonstrated in- 


and Warner*? 
creased response of the muscles to galvanic stimulation 
in chorea, and Warner**’ has correlated this with a 
deficiency of calcium in the serum and _ cerebro-spinal 
fluid. In his series of carefully controlled cases he shows 
that in active chorea there is always a calcium deficit, 
that this is greater in severe cases than in mild ones, and 
that it is made good completely at the end of the attack. 
The ionic calcium appears to be the portion affected, 
that the percentage fall is more conspicuous in the cerebro- 
spinal fluid than in the blood. In a typical case he found 
the cerebro-spinal fluid calcium 4.71 mg. per 100 c.cm. 
during the height of a severe attack. During the first 
month no appreciable clinical headway was made, and the 
calcium value fell a little to 4.62. A month later the 
attack had subsided completely, and the calcium had 
risen to 5.74. The normal value from collected data 
ranges from 5.1 to 6.5 mg. per 100 c.cm. (Neustaedter,’’ 
Neale'*). That a disturbance in calcium metabolisin 
eccurs in the condition is firmly established, but its 
causation is still a matter for research. 


Calcium Aspirin 

In the simple substance calcium aspirin we possess the 
means of dealing with these three aetiological factors 
simultaneously. It supplies an adequate amount of 
calcium, produces a useful sedative effect on the brain, 
and combats the rheumatic element if given in appropriate 
doses. The drug has been known for many years, but 
in spite of its attractiveness has never come into general 
use, because of its instability. It dissolves readily in 
water (1 gram dissolves in 5 c.cm.), in contrast with the 
half litre required by acetyl-salicylic acid, and forms a 
neutral solution suitable for administration by vein 
(Cambell,* Pritchard,?* Burnford*) or subcutaneously, as 
well as by mouth or rectum. The solution is almost 
tasteless, and being neutral does not cause the gastric or 
bladder irritation so commonly observed when aspirin 
itself is given (Winter and Richey**). Its solubility 
facilitates absorption (Thompson and Dragstedt*’), so that 
its effects are produced very quickly when given by mouth 
or rectum. 

The difficulty of its instability has at last been over- 
come. Even simple aspirin exposed to air slowly decom- 
poses with the liberation of pungent acetic acid and irritant 
free salicylic acid. Contact with water greatly increases 
the speed of hydrolysis. The simple salts of aspirin 
contain water of crystallization, which cannot be with- 
drawn, and hydrolysis is so rapid that the products 
become unusable before they can reach the patient through 
the usual channels.*®° Coplans has recently shown that 
this water can be “‘ fixed ’’ by the addition of a small 
proportion of extra calcium. By crystallization from a 
solution of calcium chloride a form of calcium aspirin is 
obtained with a stability approximately equal to that of 
the parent acid aspirin itself,'® and completely suitable 
for general clinical use. Calcium aspirin (Coplans), when 
taken by the mouth, causes a rise in the calcium content 
of the blood (Mutch'*®). The satisfactory nature of the 
clinical results can be judged from the following series of 
hospital and private cases treated during the last three 
years. The patients were kept in bed, and those treated 
in hospital were screened off partially from the rest of the 
ward. Bed boards and other protective measures were 
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sling ed as saibi. A light, mixed diet was given, and 
very careful attention paid to the cleanliness of the 
digestive tract. The only drug employed (exclusive of 
aperients) was calcium aspirin (Coplans), dissolved in water 
and administered by mouth. The average daily dose 
varied up to 45 grains for a child 12 years old. 

The nineteen cases treated can be placed in the groups 
already defined: (1) mild, five cases ; (2) moderate, 
eleven cases ; (2) severe, three cases. The rapidity of 
response did not vary accurately with the original severity 
of the choreic movements ; mild cases sometimes proved 
more resistant than severe ones. The criterion of cure 
or arrest taken by various authors is not always the same. 
To remove all ambiguity in the cases under discussion 
the attack was not registered as over until the condition 
had so far improved that an average medical man would 
have had difficulty in diagnosing the case as one of chorea 
at all. Spontaneous movements had ceased. Voluntary 
movements were of average accuracy, and the patient 
could sustain a steady hand-grip for a minute or more 
without fluctuation. 


Case History 


One typical case (Case 12) will be quoted, and the rest 
will be summarized in a table. 

A girl, aged 16, was admitted on October 28th, 1932, for 
chorea. First attack four years ago; tonsillectomy three 
years ago; second attack two years ago, Present attack 
began two days before admission. Movements were violent, 
and involved all parts of the body. Boards were fixed to 
the sides of the bed to prevent the patient from falling out. 
Voluntary movements could not be performed usefully. A 
slight systolic bruit could be heard at the apex, but there 
was no evidence of active endocarditis. Temperature almost 
normal. No joint pains. 

October 26th: Onset of attack. October 28th: Calcium 
aspirin (Coplans) 15 grains t.d.s., given daily. November 7th: 
Movements almost disappeared ; Led boards removed ; could 
feed and dress herself with ease. November 11th: No move- 
ments discernible ; impossible to demonstrate the case as one 
of chorea. 

Complete arrest was achieved after fourteen days of treat- 
ment and within sixteen days of the onset of a severe attack. 
The extreme limits recorded for spontaneous cure in such cases 
are thirty to 180 days, and the average is sixty-seven. 


Table of Cases 


| Maxi- | | | Daily Time 
* Group | Attack mum | Heart Joints Pose | Required 
| |Pyrexia for Arrest 
| grains days 
1 7 F Mild {| 1 | 99.22; Normal Normal 40 12 
| { 
2 Severe 98.8 Apical systolic | 45 16 
| bruit | 
| 
4 14 Mild {| 2 101.0 systolic, Pains , 60 19 
oruit 
M | Normal Normal 45 9 
6 9) M Moderate 1 102.6° _ Endocarditis me eh, 46 
99.4 Normal | | 45 20 
| | 
| 3 | 984° | 2. 
10 6 F 99.8° Apical systolic 
11/10 F Mild | 101.4° Normal Pains | 28 
1216 F Severe 3 98.8 Normal 45 | 14 
1312 F Moderate 2 99.2 4 
149M 1 101.2° Pains | 3 | 16 
1517 F 98.2° Apical systolic Normal €0 | 35 
| | bruit 
1611M_ Severe 1 99.6° Normal — Pains | 45 | Ul 
178 F\Moderate 1 102.0° 20 13 
18/12 F| 1 100.6 Endocarditis ‘Normal 45 34 
19 9F Mild 1 | 99.4° Apical systolic ,, 20 1 
i bruit. 
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seventeen days, and the limits seven to forty-six days 
respectively ; figures which compare very favourably 
indeed with the average expectation of thirty-five days 
for mild chorea cases and the sixty-seven days for severe 
ones referred to in the earlier part of this paper. The 
drug diminished the discomforts of the patients at all 
stages of the treatment, and did not produce any of that 
mental depression which accompanies the use of chloretone 
and certain other hypnotics. There was no undue drowsi- 
ness or digestive derangement. There was no relapse or 
secondary exhaustion when the drug was finally withdrawn. 


Conclusions 

Calcium aspirin (Coplans)* affords a method of treating 
chorea without occasioning exhaustion, discomfort, or risk 
to the patient. It is less toxic'* *® than acetyl-salicylic 
acid itself, and is free from the irritant action of the 
parent substance on the stomach and bladder. It is freely 
soluble, almost tasteless, and is rapidly absorbed. It has 
a triple action: (1) anti-rheumatic, (2) correction of 
calcium deficiency, (3) sedative to the brain. 

The best results are secured when the patient is kept in 
bed during treatment and protected from undue emotionai 


and mental stress. 
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*Calcium chloride is present in this stabilized preparation to 
an extent approximating to the formula 
{C,H, (OCOCH,) CO,], Ca4H,O + 1/3 CaCl, 


The Health and Cleanliness Council (5, Tavistock 
Square, W.C.1) has issued a_ revised edition of its 
pamphlet first issued in 1926, incorporating suggestions 
for a local health and cleanliness campaign. Supplies are 
available for distribution free of charge, and applications 
for copies should be addressed to the secretary, Miss 
Norah March, B.Sc., at the address given above. The 
advisory board of the council consists of Dr. George IF. 
Buchan (chairman), Dr. Sophia Friel, Miss J. Halford, 


Professor H. R. Kenwood, and Dr. Eric Pritchard. 
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Thrombosis may occur either in the veins of the penis 
or in the corpora cavernosa. The latter consist of spaces 
which fill with arterial blood when the penis is in a state 
of erection. This is only a part of the physiological 
process leading to enlargement of the organ. The glans 
is the terminal portion of the corpus spongiosum, and 
also distends with blood in the presence of sexual 
excitement. 

The causes of a persisting enlargement of the penis 
are either nervous or vascular, and each can be recognized 
by the shape of the organ. Priapism is due to a nervous 
lesion, and the appearance of the penis is similar to that 
seen in the physiological state. On the other hand, 
thrombosis of the corpora cavernosa leads to the forma- 
tion of a hard and tense swelling of the whole organ, 
except the glans. If the clotting is more extensive in 
one corpus than the other deviation occurs, and the 
penis is bent to the side which is more thrombosed. 
There are three diseases which may lead to the clotting 
of the blood in the cavernous spaces. They are malignant 
disease of the left kidney, lymphatic leukaemia, and 
arteriosclerosis. Whichever the cause, the condition is 
fortunately rare. 

The explanation of the reason why thrombosis of the 
corpora cavernosa occurs in carcinoma of the left kidney 
is purely anatomical. The spermatic vein on this side 
of the body enters the renal vein. If the latter becomes 
blocked with growth at the point of entry of this 
tributary, stagnation of the blood occurs in the penis 
and left testicle, so that not only does pseudopriapism 
occur, but there is a temporary swelling of the latter 
due to the block in the pampiniform plexus. These veins 
can be felt as a hard mass in the inguinal canal. No 
original observations can be made on penile thrombosis 
due to lymphatic leukaemia, for the writer has never 
seen a case. However, most textbooks describe it as 
a complication of this blood disease, and it must be 
accepted as a fact unless proved to the contrary. 

With regard to arteriosclerosis as a causal agent, two 
cases of thrombosis of the penis have been investigated 
in which the local lesion has been proved to be due to 
arterial disease. A study of the literature reveals that 
a considerable number have been described in which the 
cause is stated to be unknown. More accurate observa- 
tion would have cleared up the mystery. In view of 
the fact that the nipple of a female breast consists of 
erectile tissue it is probable that thrombosis has occurred 
in this organ also in relation to arterial disease, but such 
a case has yet to be recorded. 


Thrombosis: Case Records 
The details of the two cases of thrombosis of the penis 
are as follows: 


The first case to be carefully investigated was that of a 
man, aged 35, who was admitted to Whipps Cross Hospital 
with the whole of the penis, apart from the glans, swollen 
and hard. The enlargement extended back to the bulb. 
The history was that the swelling had been of gradual onset, 
a period of three days having elapsed before it reached its 
full size. During this time repeated coitus had failed to 
produce any change in the organ. On admission the patient 
was in considerable distress, and complained of difficulty in 
micturition. There was no pain. The medical  cfficer, 


* \ communication read befere the Dutch Urologi€Al Association 
at Amsterdam, April, 1924. 
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believing the condition to be due to a nervous lesion, tried 
the effect of spinal anaesthesia, with a negative result. 
Leukaemia was then excluded by an examination of the 
blood. The Wassermann reaction was negative. Marked 
thickening of all superficial arteries was noted. The systolic 
blood pressure was 145. The urine was normal. In _ three 
weeks the penis had resumed its natural size, and the patient 
was then discharged. It is now over twelve months since 
this patient was in hospital. Every effort has been made 
to trace him, but letters remain unanswered. 

The second case is of a more recent date. The patient, 
aged 45, has an exactly similar history to that of the first 
case. Again the medical officer thought he was dealing 
with a nervous lesion, and injected stovaine into the spinal 
theca, with an unsatisfactory result. The patient was 
obviously suffering from arteriosclerosis, the radial arteries 
being hard and tortuous. The Wassermann reaction was 
negative, as was also the examination of the blood for 
leukaemia. The systolic blood pressure was 130. Urine 
normal. The patient discharged himself from hospital one 
week after admission, with no change in the size of the penis. 
This was at the beginning of July, 1932. Three months 
later, in answer to a letter, he presented himself for examina- 
tion. The history was that the penis had become normal 
in size three weeks to a month after the onset of the swelling. 
He stated that he was enjoying good health apart from 
occasional headaches. His systolic blood pressure was 140, 
ten points higher than in July, 1932. Definite thickening 
could be felt along each corpus cavernosum. The patient 
stated that he was impotent. Sexual desire was strong, but 
there was no response in the penis, evidence that the nervous 
mechanism controlling coitus was intact, but the vascular 
system defective. 

Local treatment in these two cases consisted of the applica- 
tion of evaporating lotions to the perineum, but it should 
be remembered that absorption of the clot occurs irrespective 
of either surgical or medical interference. Some writers 
advocate incisions into the corpora cavernosa, which shows 
their lack of understanding of the pathology of the lesion, 


The other type of thrombosis of the penis occurs in 
acute infective processes of the urethra, the best example 
of which is gonorrhoea. In this condition it is the super- 
ficial veins which tend to clot, leading to oedema of the 
prepuce and subcutaneous tissues. It is really a case of 
phlebitis in an unusual situation. Resolution occurs 
slowly, but no permanent ill effects follow this complica- 
tion. Dr. J. L. Morton reports to the writer that he has 
had under his care a man with thrombosis of the dorsal 
vein who has suffered for many years from syphilitic 
arteriosclerosis. 

The study of urethral haemorrhage introduces problems 
of great pathological interest. Bleeding may occur either 
at the beginning or the end of micturition. On the other 
hand, it may be entirely independent of the passage of 
urine, and, lastly, it will take place during coitus. 


Haemorrhage 

There is no need to discuss in detail the causes of 
urethral haemorrhage in association with micturition, for 
they are well recognized. Any acute urethritis—gono- 
coccal, tuberculous, or that due to the Bacillus coli—bv 
the severity of the inflammation, will give rise to the 
dripping of blood, either before or after micturition. Also 
tumours of the urethra, such as papilloma and carcinoma 
(both rare diseases in this situation) cause haemorrhage. 
Again, a stone impacted in any part of the urethral tract 
may cause bleeding. One case of haemorrhage immedi- 
ately after micturition is worthy of record on account of 
failure to discover the cause. 

The patient was a well-built lad of 16} years, who com- 
plained of a pain at the end of the penis after micturition, 
followed by a profuse flow of blood from the urethra. Quite 
two tablespoonfuls of blood were seen to escape immediately 
after micturition had ceased. The cause of the bleeding 


remains a mystery, in spite of all the known methods of 


investigation, such as cystoscopy, urethrography, urethro- 
scopy, urine analysis, and examination of the blood. All 
proved negative to disease except the urethroscopy, which 
revealed what looked like a small ulcer on the ventral aspect 
of the mucous membrane of the bulbous urethra. Irrigation 
daily with a solution of one in 10,000 silver nitrate has 
failed to stop the bleeding, and one is forced to the conclusion 
that the condition is due to self-inflicted trauma. 


The best-known examples of urethral haemorrhage in- 
dependent of micturition are rupture of the tube, complete 
or incomplete, and damage to the mucous membrane due 
to instrumentation. It must not be forgotten that the 
passage of a bougie, catheter, or cystoscope, however 
gently handled, always causes bleeding. With the skilled 
urologist this is only detected by the microscope. Occa- 
sional spontaneous urethral haemorrhage will occur from 
the vessels which supply an adenomatous prostate. Ooz- 
ing of blood may be continuous and of such severity as to 
cause clot retention. This complication is in no way 
caused by the act of micturition, but is probably initiated 
by straining at stool. 

Lastly, we have to consider what may be _ termed 
urethral epistaxis in relation to coitus. It is only within 
the last few years that this phenomenon has been recog- 
nized as a manifestation of serious arterial disease. Pre- 
viously it was labelled ‘‘ malade imaginaire.’’ Three cases 
have been carefully studied and kept under observation, 
one patient still being alive and the other two dead. 
Their notes are given in full in the presidential address 
to the Section of Urology, October, 1933, but it may be 
helpful to recapitulate some of the salient points in the 
clinical histories. 

The first case was dismissed as an anxiety neurosis, and it 
was only when the patient, 35 years of age, brought his 
pyjamas stained with blood to the consulting room that it 
was realized a mistake in diagnosis had been made. It was 
then decided to examine carefully the vascular system. All 
the superficial arteries were clearly sclerotic and the systolic 
blood pressure raised. The urine showed evidence of changes 
in the kidneys, hyaline and granular casts being present. 
The loss of blood during coitus continued until the patient 
became seriously ill with chronic nephritis, from which he 
eventually died. 

Thus the sequence of events in the medical history is 
that this young man suffered from arterial disease from 
an early age, that the strain of coitus on occasions caused 
rupture of a blood vessel of the urethral mucous mem- 
brane, and that the uraemia from which he died was the 
result of arteriosclerosis. 

The second case was that of the editor of a well-known 
paper, a man aged 45, who had a severe haemorrhage into 
the prepuce during coitus. He also gave a history of urethral 
haemorrhage. It was already known that for some years he 
had suffered from arterial disease and hyperpiesis. A few 
months after being treated for the haematoma of the prepuce 
he died of cerebral haemorrhage. 

The third patient is still alive, having been under medical 
observation for the past two years. He also has had urethral 
haemorrhage during coitus, due to arteriosclerosis and high 
blood pressure. Chronic nephritis is present, but, in spite of 
his disease and the fact that he is 64 years of age, he 
continues to work, and makes few complaints about his health. 


Conclusion 

These cases demonstrate very clearly how important it 
is that the urologist shall be just as much a student of 
medicine as he is of surgery. In fact, if he is satisfied 
to confine his interests to instrumental and operative 
technique, he will gradually disappear as an expert in 
diseases of the genito-urinary tract. The urologist of the 
future must be a man competent to diagnose accurately 
all constitutional diseases which first manifest themselves 
by purely urinary symptoms. 
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POSTURAL DRAINAGE OF THE LUNGS* 


BY 
H. P. NELSON, M.A., M.D., F.R.C.S. 


CHIEF ASSISTANT (SURGICAL), ST. BARTHOLOMEW’S HOSPITAL } ASSISTANT 
SURGEON, BROMPTON HOSPITAL FOR DISEASES OF THE CHEST ; 
THORACIC SURGEON TO THE LONDON COUNTY COUNCIL 


The assumption of the upright posture has necessitated 
readjustments which affect every anatomical structure in 
the body and mocify all the vital physiological processes.' 
As a secondary outcome of this posture many spaces of 
the body are so situated that gravity causes their contents 
to accumulate farthest from their natural outlet. 

In the upright position the upper respiratory tract is 
situated above the lower respiratory tract and can drain 
freely into it, and even in the supine position lipiodol, if 
it is introduced into the nasopharynx while the patient 
is heavily asleep, will enter the bronchi.? This fact 
explains the close relation between nasal and_ bronchial 
infection. Through force of habit the majority of people 
sleep with two pillows, and patients with respiratory 
infections are provided with twice or three times this 
number, so adopting a position in which gravity drainage 
is impossible. 

The natural methods of emptying the tracheo-bronchial 
tree of accumulated secretion are on the whole extremely 
inefficient. Ciliary action only removes minute particu- 
late matter such as dust or bacteria, and is of no value 
when there is much secretion.’ Although a_peristaltoid 
movement of the bronchi has been described by one 
or two observers, its existence is extremely doubtful. 
Coughing is, of course, the physiological method by means 
of which secretions in excess are expelled from the tracheo- 
bronchial tree. The cough reflex functions in the larynx, 
trachea, and primary bronchi,*® but diminishes very rapidly 
distal to this, and a high degree of tolerance to the 
presence of pus can be obtained. Reinberg* observed 
that when he ran opaque material in through a bronchial 
fistula no cough was produced until one of the primary 
bronchi was filled, and I have been surprised when 
bronchoscoping long-standing cases of bronchiectasis to 
see the whole of the lower lobe bronchus completely filled 
with pus without the patient having any desire to cough. 
The expulsive force of the cough is considerably hampered 
by the contraction of the lumen and shortening of the 
bronchi which occur during expiration and, even more 
so, on coughing.* In children the lumen of a bronchus 
appears through the bronchoscope to close completely 
on coughing. The cough also scatters pus throughout 
both lungs, and the deep inspiration which precedes the 
cough drives it distally.* In addition, coughing is a severe 
drain on the strength of a debilitated patient. 


Intermittent Postural Drainage 

The inadequacy of the physiological methods of cleans- 
ing the lung when secretion is consicerable has led me to 
investigate the assistance which might be obtained from 
posture—namely, of using gravity to empty the lungs. 
It is clear that postural treatment is only likely to be 
successful and can only be properly applied when a 
precise anatomical knowledge of the position and direction 
of each broncho-pulmonic unit is obtained. What is 
usually implied by postural drainage, however, is the 
tilting of the patient into an almost vertical position with 
the head downwarcs for a few minutes several times a 
day. This should be called intermittent inverted postural 
drainage. It is effective in clearing the trachea and 
primary bronchi of accumulated secretions, but has very 
little effect on the secondary or tertiary bronchi, which 


* Work done under the Ernest Hart Memorial Scholarship of the 
British Medical Association, 1932-3. 


are the ones affected in bronchiectasis. In a case of 
bronchiectasis, if bronchoscopy is performed immediately 
after this type of posture quantities of pus will still be 
found in the lower bronchi, and lipiodol will often remain 
there for a week or more, in spite of frequent inversion 
of the patient. In the case of lung abscess, the com- 
munication with the bronchus is rarely large enough for 
the free escape of pus, and this brief inverted posture 
only gets rid of that which has overflowed into the main 
bronchi. It is obvious that this posture can be of no 
assistance in draining those bronchi which do not run 
upwards towards the mouth. Again, the sucden change 
into a head-downwards position is distressing to adults, 
and with acutely ill patients is usually impracticable. 


Continuous Pestural Drainage 
The object of this paper is to describe a technique for 


continuous postural drainage as opposed to inter- 
mittent postural drainage. This is no new idea,* ™ 


and was described by William Ewart* in 1901, and later 
referred to by him as the ‘‘ empty bronchus treatment 
by posture in the bronch‘ectasis of children.’’ By this 
means the area of suppuration, whether it is bronchus 
or pulmonary cavity, is subject to an almost continuous 
drainage, which permits the pus to find its way out and 
prevents its reaccumulation. In continuous drainage the 
posture is maintained not for minutes but for hours at 
a time, and it must therefore be more or less comfortable, 
so that the patient can even sleep in the correct position. 
The posture must be such that the bronchus leading from 
the affected area is depencent, and the bifurcation of 
the trachea is the centre to which drainage is directed, 
and not the mouth. This can be expressed diagram- 
matically by imagining the chest to be a sphere, the 
centre of which is the bifurcation of the trachea and the 
affected area a cone in this sphere ; then the correct 
posture is obtained by placing the sphere so that the 
base of the cone is uppermost. By means of a gentle 
cough pus can easily be expelled from the trachea, and 
if it has accumulated there while the patient is asleep 
leaning over the side of the bed-on waking will assist its 
expulsion. 


Anatcmy cf Po tural Drainage 


The postures which are here suggested for internal 
bronchial drainage are based on investigations which I 
have carried out on the bronchi and their distribution 
in the lung. This anatomical work will be published 
elsewhere, and only the briefest outline is given in this 
paper. The three figures (Figs. 2, 3, and 4) are tracings 
from lipiodol fillings of the bronchi ; each comes from 
a different case, and they are chosen because of their close 
approximation to the average anatomical arrangement. 

It is customary to describe the lungs as having three 
lobes on the right side and two on the left, but despite 
this fact the internal structural relations are the same 
on the ‘two sides and are symmetrical. It is therefore 
permissible to describe the two lungs in terms of four 
principal areas—namely, upper, micdle (ventral), dorsal, 
and lower, which are set out in Fig. 1. 


Upper Lobe, Right Lung 


The bronchus to the upper lobe of the right lung arises 
from the lateral wall of the main bronchus, opposite to the 
bifurcation of the trachea (see Fig. 2). It runs horizontally 
outwards, lying in the same plane as the trachea and primary 
bronchi, and cannot, therefore, be identified in Fig. 3. After 
a course of approximately 1 cm. it divides into three branches: 


1. Apical.—Running upwards, outwards, and_ slightly 
backwards to supply the true apex above the level of the 
clavicle and the posterior surface of the lobe (see Figs. 2 
and 3). 
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2. Axillary.—Continuing the direction of the parent 
bronchus outwards to supply the axillary surface of the 
upper lobe. This can be seen in Fig. 2, but in Fig. 3 all 
except one small branch is in cross section. 

3. Pectoral.—Running horizontally forwards to supply 
that portion of the upper lobe lying underneath the pectoral 
muscles between the clavicle and the fourth rib in front. 
In Fig. 2 this is in transverse section, but can be seen in 
Fig. 3. 

Upper Lobe, Left Lung 


The bronchus to the upper lobe of the left lung corresponds 
on the left side to a composition of the upper and middle 
bronchi of the right side. Its origin is from the antero-lateral 
surface of the left main bronchus at its termination, and after 
a course of less than 1 cm. it divides into two component 
parts—namely, left upper bronchus and left ventral (middle) 
bronchus (see Fig. 1). 

On account of its low origin, the left upper bronchus and 
its branches all tend to have an upward direction. |The 
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Fic. 2.—Antero-posterior view showing the distribution of 


the bronchi. For descriptive details of anatomical 
see téxt. 


figures, 


bronchus itself is not more than about 5 mm. in length, and 
runs upwards and slightly outwards (see Figs. 2 and 4). It 
then divides into two branches: 

1. Pectoral_—Running upwards, outwards, and forwards 
to supply the pectoral portion of the left upper lobe between 
the level of the clavicle and the fourth costal cartilage. 

2. Axillary-apical.—Running upwards and backwards 
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apical (above clavic’e), and posterior portions of the upper 
lobe. These bronchi can be seen in Figs. 2 and 4. 
Middle Lobes, Left and Right 


The bronchus to the right middle lobe arises from the 
anterior surface of the right main bronchus, about 2 cm. 


YRS MIDDLE . 


Fic. 3.—Lateral view, showing the distribution of 
the bronchi on the right side. 
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Fic. 4.—Lateral view, showing the distribution of 
the bronchi on the left side. 


below the bronchus to the upper lobe, and runs forwards, 
outwards, and downwards (see Figs. 2 and 3). The middle 
“lobe ’’ of the left lung is that portion situated below the 
plane of the fourth costal cartilage, and occasionally there is 
an actual fissure separating it from the rest of the upper lobe 
(see Fig. 1). The bronchus to this area arises, as I have 
explained above, from the bronchus to the left upper lobe, and 


and, as its name implies, supplying branches to the axillary, 


runs outwards, forwards, and downwards (see Figs. 2 and 4). 
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The Dorsal Area 


By the dorsal area is meant the upper part of the lower 
lobe. Although usually incorporated in the lower lobe, this 
area is occasionally separated from the rest of the lobe by a 
fissure. Anatomically and clinically it acts independently of 
the rest of the lower lobe, and is entitled, as I have said 
elsewhere,'® to be called the dorsal area, and the bronchus 
that supplies it the dorsal bronchus (see Fig. 1). 

The right dcrsal bronchus arises from the posterior surface 
of the right main bronchus, almost opposite the origin of the 
right middle bronchus (see Fig. 3). It will thus be seen that 
the right main bronchus terminates by dividing into three 
branches—middle, dersal, and lower. The dorsal runs a short 
course horizontally backwards, and then divides into branches 
which supply the upper portion of the right lower lobe. The 
extent of the area supplied is variable, and may be a quarter 
of the whole lobe. 

The left dorsal bronchus springs from the posterior surface 
of the left lower bronchus practically at its commencement, 
and has a direction and distribution like its corresponding 


member on the cther side. In Fig. 2 the origin of this - 


bronchus is seen on both sides as a circle, with its tertiary 
branches just visible, but in Figs. 3 and 4 they are shown 
clearly. 

Lower Lobes, Right and Left Lungs 

On both sides the bronchus to the lower lobe gives 

off at its commencement the dorsal bronchus, as I have 
mentioned above ; it then continues for about 2 cm. and 
terminates by dividing into anterior-basic and posterior-basic 
bronchi ; the latter then gives off a large branch from its 
lateral surface—the axillary-basic bronchus. On the right 
side there is a separate cardiac branch arising from the medial 
wall of the lower lobe bronchus ; it runs downwards and 
slightly inwards and backwards, to supply a small area lying 
just below the root of the lung. On account of its small size 
this bronchus will not be considered again. 
* The anterior-basic bronchus springs from the aniero-medial 
surface of the lower lobe bronchus at its termination, and 
then runs downwards and outwards and forwards to supply 
the cardiac surface and the antero-inferior angle of the lower 
lobe (see Figs. 2, 3, and 4). 

The axillary-basic bronchus comes from the lateral surface 
of the posterior-basic bronchus at its origin, and runs down- 
wards and outwards to supply the axillary surface of the 
lower lobe (see Figs. 2 and 3), but in Fig. 4 this bronchus 
can only be seen at its commencement. 

The posterior-basic bronchus continues the line of the main 
bronchus and lower lobe bronchus downwards, backwards, and 
slightly outwards (see Figs. 2, 3, and 4). It is the largest of 
the four branches, and supplies the posterior surface of the lower 
lobe below the dorsal area, the so-called ‘‘ base ’’ of the lung. 


Localization of Lesions 


The correct posture cannot be determined until we 
know the exact position of the lesion. For this we depend 
on physical signs and x-ray examination. Physical signs, 
when present, are of the greatest value in the localization 
of a lesion, but when they are only vague or absent 
altogether we must fall back on the x-ray. 

In bronchiectasis the diagnosis and localization of the 
lesion cannot be made by physical signs alone. For the 
latter x-ray examination is by far the most valuable 
method. It is necessary to have either stereoscopic films 
or two views of the chest taken at right angles to each 
other—namely, antero-posterior and lateral—before it is 
possible to state the exact position of a lesion. It is 
customary to centre the a-ray tube at the level of the 
manubrio-sternal junction, so that in the film the 
clavicles and posterior ends of the fourth ribs are super- 
imposed. In addition, the tube should be at least 
four feet distant from the film. The description that 
appears in the next section is based on films taken under 
these conditions. For the purpose of posture the antero- 
posterior film is divided into three zones—upper, middle, 
and lower—by two horizontal lines, the first passing 
through the first costal cartilage and the second through 


the fourth costal cartilage (see Fig. 5, a): the significance 
of this division will be discussed in the next section. 

In a normal lateral film the following features can be 
observed. Anteriorly is the sternum, posteriorly the 
vertebrae, forming a concave line, and, below, the 
diaphragm (see Fig. 5, B). There are two opaque areas: 
one is caused by the shoulder girdle, and is at the apex 
of the chest posteriorly (it varies with the position and 
size of the limb) ; while the other is caused by the heart, 
and lies anteriorly just above the diaphragm. There are 
also two translucent areas: one above the heart and 
anteriorly and the other between the heart and the 
vertebrae. The trachea is seen as a clear band running 
downwards and backwards through the upper part of 
the lung field, one-third of the distance from the vertebral 
bodies to the sternum. This clear area terminates at 
about the level of the sixth rib, and on the right side 
there is at this point a small oval translucent area, which 
is at the origin of the middle and dorsal bronchi and in 
the plane of the oblique fissure. If the axis of the 
trachea is continued downwards and backwards as a 


_ straight line it reaches the diaphragm just anterior to the 


vertebrae: this line ‘can conveniently be called the 
tracheal axis. The position of a lesion in relation to this 
axis is described as anterior (pectoral), posterior (dorsal), 
or, when it is situated on the line, as lateral (axillary). 


A B 


Fic. 5.—Showing the antero-pesterior and lateral views of the 
normal chest. 
The axillary border of the scapula may be seen some- 
where between the trachea and the posterior border of 
the vertebrae. 

Bronchiectasis requires lipiodol for its localization, and 
it is wisest not to fill both sides at the same time because 
of the confusion when they are superimposed in the 
lateral view. When filling the lower bronchi the patient 
should, in addition to the usual reclining position, be 
inclined forwards and then laterally for part of the time, 
so that the oil enters the anterior and laterally running 
bronchi: frequently the lateral film shows that only the 
postero-basic bronchus has been filled. Even in the best 
lateral films it is sometimes difficult to find an opacity 
that is clearly visible in the antero-posterior view, owing 
to its being superimposed on the opacity of the heart 
or vertebrae. For this reason the ideal method of 
localization is by stereoscopic films, and they have 
another advantage that in the case of lipiodol both sices 
may be filled at the same time. It is unfortunate, how- 
ever, that stereoscopic films are not in general use in this 
country, and for this reason I have confined the discuss:on 
to the antero-posterior and lateral films. 


The Postures 
The posture which a patient should adopt will depend 
on the position of the pulmonary lesion. In the antero- 
posterior x-ray film the lesion may be in the upper, 
middle, or lower zone. The upper zone is in reality 
the apex of a cone, and as it is supplied by one bronchus 
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this area does not require any subdivision.. The middle 


and lower zones, on the other hand, are each subdivided 


according to the lateral x-ray film into three areas— 
The lung fields are thus 


anterior, lateral, and posterior. 
divided into seven areas on each side of the chest, and 


for each of these areas there is a different posture. For 


purposes of postural drainage the two sides of the chest 
may be considered as symmetrical, with one exception, 
which will be mentioned later. 


The Upper Zone 


In this zone the main extent of the opacity is situated 
above the level of the first costal cartilage: it always extends 
up to the apex, and may extend downwards towards the root 
of the lung. In the lateral film the opacity is at the apex 
posteriorly, and cannot be distinctly seen owing to the 
opacity caused by the shoulder girdle. This area is supplied 
on the right side by the apical bronchus, and on the left 
side by the apical branch of the axillary-apical bronchus. 
On both sides the surface of the lung corresponding to this 
bronchus (later referred to as the surface distribution) lies 
mainly behind, above the spine of the scapula but extending 
forwards as far as the 
clavicle ; physical signs 
may be found over this 
area. The posture for 
a lesion in this position 
is sitting upright — 
namely, the Fowler 
position. 


The Middle Zone 


This zone extends 
from the first to the 
fourth costal cartilage. 
According to the 
position of the lesion in 
the lateral this 
zone is subdivided into 
three areas. 

1. Pectoral.—In the 
antero-posterior film the 
opacity is’ situated 
between the second and 
fourth ribs in front, in 
the centre of the lung 


vertebra. On both sides this area is supplied by the dorsal 
bronchus, which has a surface distribution posteriorly in the 
region of the inferior angle of the scapula, and it is here that 
physical signs may be found. The posture for a lesion in this 
region is lying flat and turned over on to the face—namely, 
the prone position—and when the lesion is on the right side 
the patient’s head is turned to the right, and vice versa. 


The Lower Zone 
This zone extends from the level of the fourth costal 
cartilage down to the diaphragm. Like the middle zone, it 
may be subdivided into three areas: 
1. Middle and Anterior-basic.—In the antero-posterior film 


the opacity is situated between the fourth rib in front and: 


the upper surface of the diaphragm when it is in the middle 
lobe, or laterally and in the costo-phrenic angle when it is 
in the anterior-basic bronchus. In the lateral film the opacity 
lies anterior to the tracheal axis and is superimposed upon 
that of the heart, and in this view it is practically impossible 
to distinguish a middle from an anterior-basic lesion. This 
area is supplied by two bronchi: (a) the middle lobe bronchus 
on the right and the ventral on the left, which have a surface 
distribution in front of the chest below the fourth costal 
cartilage, where physical 
signs may be found; 
(b) the anterior-basic 
bronchus, which — has 
only a small distribu- 
tion on costal 
surface of the lower 
lobe in the anterior 
axillary line about the 
level of the sixth rib, 
where physical signs 
may be found. The 
posture for a lesion in 
the middle or anterior- 
basic regions is lying 
flat on the back with 
the foot of the bed 
raised about twelve 
inches. 

2. Axillary-basic.—In 
the antero - posterior 
film the opacity is 
situated below _ the 
level of the fourth 


field, while in the lateral 
film it les anterior to 
the tracheal axis in that normally clear area between 
the trachea and sternum. This area is supplied on 
both sides by the pectoral bronchus, which has a surface 
distribution in front of the chest between the clavicle and the 
fourth rib: physical signs may be found over this area. The 
posture for a lesion in this region is lying flat in bed on the 
back—namely, supine. 

2. Axillary.—In the antero-posterior film the opacity is 
situated between the second and third ribs in front in the 
outer half of the lung field, and extending to the periphery. 
In the lateral film the opacity overlies the trachea, which 
cannot therefore be distinguished, and may also extend 
posterior to this axis. On the right side this area is 
supplied by the axillary bronchus, and on the left by the 
axillary branch of the axillary-apical bronchus. On both sides 
this bronchus has a surface distribution in the axilla above 
the line of the sixth rib: physical signs may be found over 
this area. The posture for a lesion in this region varies 
slightly on the two sides. When it is on the right the 
patient should be lying flat and rotated on to the left side— 
namely, the lateral position; but when it is on the left 
the patient should be sitting up at an angle of approximately 
45 degrees and rotated on to the right side. 

3. Dorsal.—In the antero-posterior film the opacity is 
situated in the inner half of the lung field, and appears to be 
in the hilum of the lung. In fact, an abscess in this situation 
has frequently been called a hilar abscess, but when a lateral 
film is taken it will be seen to lie posterior to the tracheal 
axis, overlying the body of the seventh, eighth, or ninth 


Fic. 6.—Showing patient on author’s new postural drainage bed. 


costal cartilage in the 
outer part of the lung 
field, extending to the periphery. In the lateral film 
the opacity lies in the line of the tracheal axis, and 
occupies that normally clear area between the’ shadow 
of the heart and the anterior surface of the bodies of 
the vertebrae. On both sides this area is supplied by the 
axillary-basic bronchus, which has a surface distribution on 
the lateral surface of the chest wall below the sixth rib. The 
posture for a lesion in this position is lying on the opposite 
side in the lateral position, as for an axillary lesion, but with 
the foot of the bed raised about twelve inches. 

3. Posterior-basic.--In the antero-posterior film the opacity 
is situated in the lower zone, and extends down below the 
level of the diaphragm, and on the left side it may be 
obscured by the shadow of the heart. In the lateral film 
the opacity lies mainly behind the tracheal axis, over the 
bodies of the lower thoracic vertebrae. This area is supplied 
by the posterior-basic bronchus, which has a surface distribu- 
tion behind over the so-called ‘‘ base of the lung.’’ The 
posture for a lesion in this region is lying prone with the foot 
of the bed raised about twelve inches. It is for lesions in 
this position that the postural drainage bed, described below, 
has been designed (see Fig. 6). 


The Application of Postural Drainage 
In spite of the statements made by some authorities 
that patients themselves usually discover the position in 
which they drain most satisfactorily, I find, generally, 
that they are sitting up in bed and in a position in which 
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they are inclined to cough the least. By examination of 
the paticnt and the x-ray film the best posture is deter- 
mined, and the patient is instructed that he should lie 
in such-and-such a way. The reply ‘‘ But that is the 
one position in which I cannot lie because it makes me 
cough all the time ’’ confirms the decision. With un- 
willing patients I usually suggest that to begin with they 
should adopt the position for ten minutes three times a 
day before meals, and then I find that this period can 
gradually be increased, until in the end the posture is 
maintained for at least three periods cf two hours during 
the day and for the greater part of the night. In patients 
who are acutely ill the sudden change from the sitting-up 
position may be extremely embarrassing, in which case 
they must be gradually lowered during the course of 
several days. There is usually an increase in the quantity 
of sputum, followed by a gradual diminution. 

In the foregoing section lesions confined to definite 
localized areas of the lung have been described, but fre- 


quently two or more contiguous areas are involved at the 


same time, as, for example, all the tertiary branches of 
the lower bronchus or the apical and axillary branches 
of the upper lcbe bronchus. In these circumstances one 
principal posture must be adopted which is more or less 
common to them all—namely, the horizontal for a middle 
zone lesion or with the foot of the bed raised for a lower 
zone lesion. Again, the lateral position, being half-way 
between prone and supine, is found to be the most useful, 
with occasional changes into the prone and supine. I 
have noticed the frequent combination of bronchiectasis in 
the posterior-basic and middle or ventral bronchi ; in these 
cases the patient is placed on the postural drainage bed 
or with the foot of the bed raised, and spends part of the 
postural time prone and part supine. 


A Posiural Drainage Bed* 


In this bed (Fig. 6) the mattress frame is hinged across 
the middle, and on winding a handle at the foot of the 
bed the centre gradually rises. Before starting to ‘‘ wind 
up,’ the patient’s pillows are removed, and he lies in the 
prone position with the anterior iliac spines opposite the 
hinge ; on winding up, the head, thorax, and abdomen 
hang down on one side and are counterbalanced by the 
lower limbs on the other. The maximum inclination that 
can be obtained in this bed is 45 degrees, but this is too 
steep for most cases, and especially for adults, who 
should be placed between 20 and 30 degrees. At the 
lower end of the bed the legs have adjustable inner tubes, 
co that the foot of the bed can be raised eighteen inches. 
The same bed can be used flat for the lateral and supine 
positions. 


Summary 


1. The advantages of a continuous posture are compared 
with the disadvantages of an intermittent posture. 

2. The drainage should be towards the bifurcation of 
the trachea. 

3. A brief account of the anatomy and distribution of 
the larger bronchi is given. 

4. In the localization of pulmonary lesions the lateral 
x-ray film is as important as the antero-posterior one. 

5. When lesions are considered according to their 
position in the antero-posterior film, those in the upper 
zone are treated in the sitting position, those in the middle 
zone by lying flat, and those in the lower zone with the 
foot of the bed raised. 

6. When lesions are considered according to their 
position in the lateral film, those occurring anterior to the 
tracheal axis are treated in the supine position, those on 
the tracheal axis in the lateral position, and those posterior 
to it in the prone position. 


* This bed has been made for me by Hoskins and Sewell Ltd., 
of Bordesley, Birmingham. 
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treatment of basal lesions in the prone position. 


A full report of cases treated by these postural methods 
will be published elsewhere. 
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Clinical Memoranda 


A CASE SHOWING CULLEN'S SIGN 


The rarity of Cullen’s sign of extrauterine gestation, to- 
gether with certain unusual features of the case, warrant 
record. The patient herself noted the condition, and the 
diagnosis was made originally on the presence of this sign. 


CiinicaL History 


C. S., aged 34, after seven years of childless marriage, 
had a normal menstrual period from August 5th to 9th, 1933. 
Six weeks later she consu‘ted her doctor on account of vague 
lower abdominal pain of fourteen days’ duration, but did not 
mention that suppression of the expected menstrual period had 
occurred. Abdominal examination did not suggest anything 
abnormal, and she was given mist. alba as a placebo. On the 
afternoon of September 26th, 1933, seven weeks after the last 
period, whilst taking tea with a friend, she experienced some 
accession of pain and examined her own abdomen. She “‘ did 
not like the look’’ of some marks there, and sent for her doctor, 
who, on seeing the marks, made a diagnosis of tubal gestation. 
I saw the patient in consultation with Dr. Cathie of Felling-on- 
Tyne about an hour later. She was a spere woman with a well!- 
marked acne rosacea ; temperature 98.4° ; pulse 80. Since being 
seen by Dr. Cathie she had commenced to pass a certain amount 
of dark blood per vaginam. She complained of pain, with 
periodic exacerbations in the hypogastric region, and the bladder 
was distended to the size of a five months pregnancy. On relief 
of this pain by catheterization she described her pain as being 
situated over the left iliac fossa. One inch below and to the 
left of the umbilicus was a purple, almost black, c’early cut 
mark 3/4 in. by 1/4 in. shaped like a comma. Below it, about 
the junction of the upper third and lower two-thirds of the 
distance from the umbilicus to the pubes, was a “ bruise,’”’ 
bluish im colour, about 1 in. in diameter, whilst abutting on 
the inguinal fold was a reddish-purple mark like a fresh bruise, 
shaped roughly like the ace of clubs, about 2} in. in diameter. 
Neither of the two lower marks was so clearly cut or so intense 
in coloration as the upper mark. The whole was within the 
triangle formed by the midline and a line drawn to the 
umbilicus from the middle of the left inguinal ligament. 
On bimanual examination a soft mass the size of a 
hen’s egg was evident in the left tubal region. There 
was not any evident dullness in the flanks. 


OPERATION 


She was admitted to the Royal Victoria Infirmary, Newcastle- 
upon-Tyne, where I opened the abdomen and removed the distal 
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half of the left Fallopian tube, which contained an ampullary 
pregnancy surrounded by a little blood clot. The tube was not 
ruptured, but a little dark blood was oozing from the abdo- 
minal ostium. In the peritoneal cavity there were not more 
than 3 or 4 oz. of dark fluid blood. Inspection of the parietal 
peritoneum did not show anything abnormal in the region of the 
subcutaneous stains, whilst incision into the subcutaneous fatty 
tissue proved the stains to be true ecchymoses. The right tube 
was sealed at its abdominal ostium and bound down by 
old adhesions in the pouch of Douglas. The patient made 
an uneventful recovery and left hospital ten days later. 
The ecchymoses had by then faded considerably and, 
indecd, progressed as any bruise does. 


COMMENTARY 


The sign was first described by Cullen’ in 1918, and since 
then has been noted by several American and Continental 
surgeons, but I have not been able to trace a record of a 
case in the British literature. Cullen’s case is described as 
having ‘‘ the umbilical region bluish black.’’ There were 
14 quarts of blood in the peritoneal cavity. It is not 
stated whether the coloration was a true ecchymosis or 
mere staining by blood pigment, nor whether it was limited 
to the side on which the pregnancy had occurred, as in the 
above case. Schumann? showed that the sign was not 
pathognomonic of extrauterine gestation, for he noted 
bluish discoloration about the umbilicus in a case with a 
highly suggestive symptom-complex which at operation 
proved to have a normal intrauterine pregnancy and 
bilateral acute purulent salpingitis. Cope* mentions 
‘bluish discoloration in the region of the navel’ as an 
inconstant sign of cxtrauterine gestation. 

it is an interesting speculation as to how the blood 
reaches the subcutaneous tissues. In the present reported 
case I forecast that there would be an intraligamentary 
rupture of the tube with a broad ligament haematoma from 
which blood had tracked up extraperitoneally as far as the 
umbilicus, possibly following the obliterated hypogastric 
artery by which the lateral spread of the discoloration 
was limited. There was no evidence of this at operation, 
nor was there any tubal rupture. The absence of any sub- 
peritoneal effusion of blood also eliminated any possibility 
of spread by following the round ligament to the sub- 
cutaneous tissues. If it were a matter of lymphatic absorp- 
tion from the peritoneal cavity one would expect the 
staining to appear first in the flanks and to show as a 
gradually deepening diffuse blood pigmentation rather than 
clearly marked ecchymoses. In addition, one would expect 
Cullen’s sign to appear more frequently in cases with gross 
haemoperitoneum. In forty-seven operations for ruptured 
tubal gestation this is the only case in which this sign has 
been seen. 

from the history and appearances in this case one feels 
that one must postulate a breach of continuity of the parie- 
tal peritoneal endothelium at the umbilicus through which 
blood escaped into the subcutaneous tissue. The umbilical 
scar is the point at which such a breach is most likely to 
occur, and the infrequency of peri-umbilical ecchymosis in 
tubal gestation suggests that it is associated with some un- 
usual anatomical feature. 


FRANK STABLER, M.D., B.S., F.R.C:S., 


Registrar, Gynaecological Department, Royal 
Victoria Infirmary, Newcastle-on-Tyne. 


REFERENCES 
*Culien, T. S.: ‘'A New Sign in Ruptured Extrauterine Preg- 
nancy,’ Amer. Journ. Obstet., 1918, lxxviii, 457. 
Schumann, E. A.: 


Extrauterine Pregnancy, New York and 


London, 1931, p. 191. 
* Cope, Zachary: The Early Diagnosis of the Acute Abdomen, 
p. 174. 


CLINICAL MEMORANDA 


| 


Reviews 


INFANT FEEDING AND MANAGEMENT 


Dr. H. P. Wricut of Montreal has written a new book 
entitled Essentials of Infant Feeding and Paediatric 
Practice,‘ and in some two hundred pages he manages 
to include a great deal of information. The first section 
includes chapters on growth and physiology, leading on, 
after a discussion of the available milks and foods, to 
chapters on breast-feeding and artificial feeding in the 
normal infant. The second section discusses the principal 
nutritional disorders of infancy and early childhood, while 
the concluding section deals usefully with various subjects, 
such as therapeutic procedures, preventive measures, rules 
for controlling the communicable diseases, etc. Throughout 
the book the author draws on his wide personal experience, 
but he has not hesitated to make full use of the experience 
of others without burdening the book with too many 
references, 
acidosis, and alkalosis interprets modern biochemical 
findings for the practising physician. This is an eminently 
readable and balanced production, to which the publishers 
have contributed their share in the clear print and stout 
binding for which the Oxford Medical Publications are 
well known. 


In Mothercraft? Miss M. Trusy KiNG has performed a 
modest task in an adequate manner in presenting her 
father’s system of infant care and management ‘‘ to meet 
the need of an inexpensive, up-to-date Truby King 
handbook for mothers and nurses.’ Such a_ need is 
perhaps not so obvious in this country as in the place of 
publication, but the book can be welcomed none the less 
as a careful exposition of these methods and_ principles, 
which have brought peace and happiness into many an 
agitated household. It is perhaps a little unfair to attack 
certain portions of the Truby King doctrine as set out in 
this book, for obviously the author has merely transcribed 
what others had previously taught. Nevertheless it is 
high time the method of over-diluting cow’s milk for 
infants past the first few months of life was justified more 
scientifically than by the sweeping statement (p. 118): 
“The fatal objection to using whole cow’s milk for 
babies is the fact that the great excess of protein 
overtaxes both the digestive organs and the kidneys.” 
The degree of dilution of cow’s milk advised for the 
6-months-old baby, for example, in order to reduce the 
hypothetical danger of too much protein, carries with it 
the real danger of reducing seriously the amount of 
vitamins and minerals present in the milk, and promoting 
the occurrence of nutritional disturbances such as anaemia. 
The wholesale condemnation of mackintosh drawers is also 
unwise. Properly used, these constitute a great boon to 
mother and baby, and there is no evidence that they are 
most injurious "’ (p. 37) to the baby’s general health. 


The fourth edition of A Practical Guide to Child 
Hygiene* was prepared by the late Dr. E. L. pe CHazar 
just before he died, and his collaborator, Dr. F. A. 
RouGet, has been responsible for the final stages. Written 
essentially for the nurses, midwives, and mothers of 
Mauritius, this handbook contains a great deal of valuable 
information, and covers a very wide field. 

1 Essentials of Infant Feeding and Paediatric Practice. By 
Henry P. Wright, B.A., M.D. London: H. Milford, Oxford Univer- 
sity Press. 19384. (Pp. 212. 12s. 6d. net.) 

* Mothercraft. By M. Trauby King. London: Simpkin Marshall ; 
Sydney and Melbourne: Whitcombe and Tombs Ltd. 1984. (Pp. 
252. 3s. 6d. net.) 

“Guide Pratique dHygiene Infantile. By E. L. de Chazal, 
C.B.IE., M.D., and F. A. Rouget, O.B.E., M.D. Port Louis (Ile 
Maurice): R. W. Brooks, 1933. (Pp. 291.) 


For example, a chapter on anhydraemia, . 


| 
| 
| 
fo 
de 
we 
| | 
4 ne 
| 
| 
| pr 
7 th 
| | he 
i is 
| : 
} ar 
fr 
rh 
$e 
as 
bs 
al 
kt 
lo 
m 
) 
| Ir 
| 
| in 
th 
di 
f sc 
} 
al 
| A 
al 
M 
D 
ae 
di 
tk 
ir 
tl 
re 
al 
hi 
| tl 
h 
| 
fc 
| | B 
| 
Ts 
7s 
i 


weer 


11, 1934] 


A TEXTBOOK OF GYNAECOLOGY 

A large number of readers will welcome the third edition 
of Dr. James Youna’s Text-Book of Gynaecology.* The 
format is a distinct improvement on that of its pre- 
decessors, while every chapter has been revised and 
several new ones incorporated. The main features of this 
work are a succinct but pleasant style, and an almost 
uncanny faculty for excluding that which it is un- 
necessary for a student to know. The modern views 
on the physiology of sex are epitomized without making 
extravagant implications with regard to gynaecological 
practice. We could have wished that a caveat against 
the indiscriminate use of endocrine preparations could 
have been included. Some gynaecologists will disagree 
with the author when he states.that an infected cervix 
is a common cause of pain in women, while others will 
not accept his views on the pathology of chronic metritis 
and chronic endometritis. No mention is made of the 
frequency with which the rectum is involved in gonor- 
rhoeal vulvo-vaginitis in young girls or of the fact that 
secretion of “ milk ’’ in the breasts is not uncommonly 
associated with uterine fibromyomata, while we do not 
believe it is necessary for women wearing a vulcanite 
pessary to doucke themselves even three times a week. 
These minor criticisms merely emphasize the excellent 
qualities of the book and the sound judgement of the 
author. We have read it through with pleasure, and 
know of no more readable and valuable book on gynaeco- 
logy for students. The third is in all respects an improve- 
ment on the well-known and proved previous editions. 


HOUSING IN LONDON 


In the volume on Housing and Slum Clearance in 
London,® by HuGuH QuiGcLey and IsMAy GOLDIE, a very 
important part is played by its illustrations. They are 
thirty-one in number, and show in an admirable way 
—in many respects better than any letterpress could 
do—the excellent achievements of a few recent housing 
schemes within the county of London, and the fact that 
they do not compare at all unfavourably with the justiti- 
ably vaunted successes of some such schemes in Germany, 
Austria, and Holland. Thus: 


“The new estates built by the London County Council, 
above all in Kennington and Stamford Hill, the Cumberland 
Market buildings of the Commissioners of Crown Lands, the 
Duchy of Cornwall scheme in Kennington, and the Somers 
Town buildings of the St. Pancras House Improvement 
Society, must be included among the most remarkable and 
aesthetically satisfactory achievements of our time, and they 
definitely surpass the most expensive block of flats built in 
the West End of London.’’ 


Yet, in spite of this high praise, which it will be seen 
includes the London County Council, the authors conclude 
that : 


“As far as London is concerned it may be necessary to 
remove housing at once from the range of control of the local 
authorities and of the London County Council, since the 
history of their activities is not such as to justify one in 
the belief that housing on an adequate scale will be properly 
handled and solved within an appreciable time by existing 
bodies.’” 

This appears contradictory ; and, indeed, the suggestion 
for a Ministry of Housing and of a National Building 
Board, with very wide powers and financial assistance, 
which is one of the main theses of the book, 1s not 


4A Text-Book of Gynaecology. For Students and Practiticners. 
By James Young, DS:0.,° M.D; Third 


edition. London: A. and C. Black, Ltd. 1983. (Pp. 411; 220 
figures. 16s.) 

* Housing and Slum Clearance in London. By Hugh Quigley and 
Ismay Goldie. London: Methuen and Co., Ltd. 1984. (Pp. 227. 


7s. 6d. net.) 
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impressed upon the reader in any very clear and con- 
sistent fashion. For all that, however, it may be justified. 
The authors review in an effective way the history of 
housing ; the position that the problem has occupied in 
the modern State ; the way in which it has been dealt 
with by local authorities, by heusing trusts, and by 
private enterprise ; and the present campaign for sluin 
clearance. They realize the importance of the uneconomic 
tenant, and emphasize the fact that the difficulties of 
housing increase with the size of the town—not merely 
proportionately, but almost in geometrical progression--- 
and that this makes the London situation unique in this 
country. Evidently it can be solved in this case only 
by tenements, and the necessity for considering, under- 
standing, and deliberately planning the most suitable 
conditions for these is of urgent importance in order io 
avoid the overcrowded buildings with a patch of asphalted 
ground which have hitherto represented the common idea 
of this type of scheme. Like most who write on this 
present situation, the authors conclude that 

“the housing of the poor must not—cannot—depend on 
slum clearance ; it is too slow and not sufficiently compre- 
hensive. New housing by cther means than private enter- 
prise must be begun, now, while cheap money, cheap material, 
and idle labour are precurable.”’ 


: LIFE AND SOUL 

Several highly original and suggestive ideas in the domain 
both of physiology and of philosophy will be found in 
the volume entitled Life and Soul,* by Dr. Max LoEwENn- 
THAL of Liverpool. The author is known for his research 
work in molecular physics and for his collaboration with 
Sir Victor Horsley in the investigation of the functions 
of the cerebellum. In an introduction to the first part 
of the present book Professor J. S. Macdonald writes: 

‘“T know no better description of the general characteristics 
of living matter than the one contained in the pages of this 
book, and none so vivid. . . . Here the smcoih surface of 
contemporary knowledge is attacked, and then with great 
sincerity and patience every facet is handled till the author’s 
picture emerges complete, original, courageous, and in every 
detail open to examination. Nothing is proven, but every- 
thing is explained in a closely reasoned way and with trans- 
parent honesty.”’ 

As a professor of physiology Dr. Macdonald applies 
these words to the physiological part of the book only ; 
but, as quoted above, there is no reason why they should 
not be used with reference to the whole. Throughout, 
the volume is characterized by obvious sincerity of con- 
viction, by logical method, and by unusual clarity of 
thought and expression. The author sets out to seek, 
and claims to have found, a unifying theory—a character- 
istic feature common to all living beings and never met 
with in inanimate bodies—which will have the effect of 
converting physiology from the mere exact descriptive 
science which it is at present into a true interpretative 
science. 

“As long as physiology does not claim to be more than 
applied physics and applied chemistry no theories are needed 
beyond those employed by these sciences. But if it has not 
resigned all hope of penetrating into the stronghold of life, 
which has been vainly besieged by the experimentalist for 
many years, a change of strategy must take place... . 
What is wanted is a science of ‘ biotics,” a science which 
accounts for all phenomena unexplainable by physics and 
chemistry.”’ 

Such a unifying theory or characteristic feature is 
declared to be that the unit of living matter possesses not 
a multimolecular structure such as that of ordinary 

© Life and Soul. Outlines of a Future Theoretical Physiology and 
of a Critical Philosophy. By Max Loewenthal. With foreword by 


Professor J. S. Macdonald, F.R.S. London: George Allen and 
Unwin, Ltd. 1934. (Pp. 291; 15 figures. 8s. 6d. net.) 
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ponderable substance, but a unimolecular, though, of 
course, polyatomic structure. This hypothesis is effec- 
tively developed and expounded in the first part of the 
book and is, in the second part, applied to the physio- 
logical processes which take place in the nervous system— 
central, peripheral, and terminal—of a human being as 
concomitants of every psychic process. The essential 
content of this second part consists of a consideration of 
these psychic processes. Psychic phenomena—all activi- 
ties of that ‘‘ entity which is known by the names of 
mind, soul, spirit, consciousness, or psyche,’’ making no 
artificial or arbitrary distinction between these terms— 
are real things, true cosmic events, solely and entirely 
what they appear to be. A number of novel but highly 
important distinctions and suggestions are made in the 
course of this discussion. They can scarcely be indicated 
within the limits of a short review. Such processes or 
phenomena have both qualities and quantities, and in the 
realm of quantity they must be regarded as not only 
enduring in time but as occupying space, and to time and 
space must be added the equally important element of 
degree or intensity. Thus, startling as it may seem, 
‘“the dimensions of our visual images may considerably 
exceed those of our bodies and, further, every inner world, 
which is but another name for mind or soul, is extended 
in all directions and as far beyond the confines of the 
body as its sensations and thoughts will carry it.’’ A 
notion of this kind may be taken to illustrate the fearless- 
ness with which the author pursues his ideas and deduc- 
tions and the consequences to which they lead ; and it 
should be emphasized that an intelligent and consecutive 
reading oi his book leaves no impression of the fantastic 
but only of what is logically conceived and clearly appre- 
hended. It is refreshing in these days, when biochemistry 
and biophysics seem sometimes to occupy the whole field 
of the biologist, and when students are only too often 
left with the impression that nothing else matters, to be 
reminded of the passage from Professor J. S. Haldane’s 
presidential address to the British Association in 1906 
in which he said: 

‘‘In physiology, and biology generally, we are dealing 
with phenomena which, so far as our present knowledge goes, 
not only differ in complexity but differ in kind from physical 
and chemical phenomena; and the fundamental working 
hypothesis of physiology must differ correspondingly from 
those of physics and chemistry.”’ 


The literary style of the author, and the print and 
general format of the book, all add to the pleasure of 
the reader. 


OCULAR DIOPTRICS 


It is given only to the few to possess such a mastery of 
the methods of mathematics as to be able to demonstrate 
the laws underlying much of our common clinical practice 
in the examination of the eyes for errors of refraction 
and the correction of these errors by glasses. But it 
seems that at least one genius of the order appears every 
few years. The labours of these men form the true basis 
of the work of the clinician, and have helped materially 
towards those advances in the form of spectacle lenses 
which in recent years have added to the great 
comfort of the hard-worked or over-worked human eyes. 
For many years the treatise on geometrical optics by 
R. S. Heath held the field. He was a_ well-known 
Cambridge mathematician, and professor of mathematics 
at Birmingham. Then came Dr. A. S. Percival, a 
practising ophthalmic surgeon of Newcastle-on-Tyne. 


Now there is a new book before us on Ocular Dioptrics 
and Lenses’ by Mr. G. F. ALEXANDER. He has produced 
* Ocular Dioptrics and Lenses. By G. F. 
C.M. 
68 figures. 


Alexander, M.B., 


London: Bailli¢re, Tindall and Cox. 1934. (Pp. viii + 212; 


12s. 6d., postage 6d.) 


mathematical dissertations before, but in this book he 
launches out into a much wider field. Starting to 
investigate a number of intricate technical problems 
which have received little notice in our textbooks and 
teaching, he found that their elucidation compelled him 


to make incursions into other fields of optics which are 


connected with ocular refraction. He is to be con- 
gratulated upon a notable piece of work. It is a book 
to study. 

Notes on Books 
Dr. A. C. RoxsBurGH’s Common Skin Diseases was 


very favourably reviewed in these columns on its appear- 
ance at the close of 1932. A second edition’ is now 
published. Some fresh illustrations have been added, and 
also chapters on congenital affections of the skin, atrophy 
and sclerosis, vesicular and bullous eruptions, and the 
erythrodermias. 


The approach of the holiday season brings us a copy 
of Fifty Years on the Test,? by C. ERNeEst Pain. This, 
which will appeal especially to those fortunate enough to 
have a rod on the River Test, will interest other fishermen 
as well. There are practical notes on hatching and stock- 
ing, and, generally, on how to improve a trout water. 
There will also be found useful hints on fishing difficult 
places, and on casting a fly. From the same publishers 
we have received For Fishermen Only,'® by Atwood CLARK, 
The expert to whom this has been submitted for criticism 
reports that it is a delightful book for both salmon and 
trout fishermen, and that it contains many valuable hints. 


The book on Hospital Accounting and Secretarial 
Practice’! by F. DEAN and C. H. Spence has been written 
for the use of hospital officials and for those preparing 
for examinations held by such bodies as the Association 
of Hospital Officials and the secretarial examining autho- 
rities. It contains chapters dealing with all forms and 
varieties of hospital accounting, with the laws relating to 
voluntary hospitals, with the practice of committee work, 
stores, printing, correspondence, filing, the almoner’s 
department, and other kindred subjects of the greatest 
importance to those responsible for the management of 
our hospitals. The book is clearly written and full of 
information, and it should be of great service to budding 
hospital secretaries. 


The Transactions of the Japanese Pathological Society, 
1933,'* form a handsome volume of nearly a thousand 
pages, comprising two hundred and fifty-three separate 
articles, ranging over the whole field of pathology, and 
including papers contributed to the twenty-seventh meet- 
ing of the Japanese Society of Cancer Research. Among 
the many articles of interest that by O. Tamura, on the 
development of the heart muscle, deserves special mention. 
According to the author the foetal and post-foetal tissue 
development, at present regarded as distinct processes, 
form one continuous process, the plan laid down in the 
foetal period being maintained and resulting in the forma- 
tion of three centres (sino-auricular, atrio-ventricular, and 
bulbostial) from which the several sections of the heart 
are developed. Dr. Suzuki reports that the percentage of 
primary cancer of the lung in the necropsies of the Patho- 
logical Institute of the Imperial University of Tokio 
has steadily increased from 0.1 in 1894-8 to 2.01 in 
1929-32. The volume is copiously illustrated, and opens 
with a short obituary notice, with portrait, of Dr. M. 
Nishibe. 

® Common Skin Diseases. By A. C. Roxburgh, M.A., M.D., 


B.Ch., F.R.C.P. Second edition. London: H. K. Lewis and Co., 
Ltd. 1984. (Pp. xxxii + 370; 128 figures; 8 coloured plates. 


16s. net.) 

* Fifty Years on the Test. By C. 
Philip Allan and Co, 1934, (Pp. 198 ; 8 illustrations. 
19 Foy Fishermen Only. By Atwood Clark. London: 

Allan and Co, 1984. (Pp. 274. 10s. 6d. net.) 

1! Hospital Accounting and Secretarial Practice. By Frank Dean 
and C. H. Spence. London: Sir Isaac Pitman and Sons, Ltd. 
1933. (Pp. 160. 7s, 6d. net.) . 

'2 Volume xxiii. 1933. Published by the Society. Editorial 
Office: The Pathological Institute of the Tokyo Imperial University, 
Japan. (Pp. 977; illustrated.) ; 


Ernest Pain. London: 
10s. 6d. net.) 
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LONDON WATER IN| A DRY YEAR 
The annual report for 1933 on the metropolitan water 
supply reproduces in most essentials the excellent 
features of its predecessors.' During the first six 
months of the period covered, the water examinations 
were still carried on under the personal direction of 
Sir Alexander Houston, whose desire it had been, in 
view of his then approaching retirement, to preface the 
report with some words of farewell. That this wish of 
his was denied fulfilment will be matter of genuine 
regret to all who knew and admired his interest in the 
streams and wells of the London supply, and yearly 
welcomed his vivid descriptive surveys of the sources 
from which these waters flow. He possessed, indeed, 
in a remarkable degree a gift of establishing terms of 
friendship with many who had never seen him, and 
our sense of personal loss is a tribute to his genial 
memory. Such a feeling, however, for the late director 
in no way lessens our appreciation of the competent 
manner in which Mr. R. B. Floris, the deputy director, 
has compiled the report for 1933. 

The report shows how the watch over the quality of 
the water supplied to London has been maintained as in 
the past, the policy being to increase and not diminish 
the precautions used. In 1933 the number of routine 
water samples tested was 17,259. Of this total, 4,541 
were chemically examined and 12,718 bacteriologically. 
In addition, many other samples were examined for 
special purposes. Excepting the raw river water which 
passes through the Staines aqueduct, filtered water only 
is chlorinated, the chlorination process being always 
preceded by ammonia treatment in order to prevent 
the development of obnoxious tastes in the water. All 
the Thames waters but those of Chelsea and Lambeth 
were submitted to chlorination, and yielded thereafter 
first-class samples in percentages ranging from 90.7 for 
Southwark and Vauxhall to 99.1 for Sunbury. The 
dose of chlorine varied from 0.2 to 0.3 part per million 
of water. The dose of ammonia as nitrogen was usually 
0.1 part per million. The first-class samples of River 
Lea water, after chlorination, were 92.3 per cent., and 
of New River water, also after chlorination, 88.3 per 
cent. For the deep wells, which are not chlorinated, 
the first-class samples in Kent were 95.7 per cent., and 
in Lea Valley 93.2 per cent. By a first-class sample in 
these cases is meant one which shows no B. coli in 
100 c.cm. of water. 

It is worthy of note that in 1933 the community of 
Epping afforded ample justification for certain precau- 


‘Metropolitan Water Board. Twenty-eighth Annual Report. 
The Results of the Chemical and Bacteriological Examination of 
the London Waters for the Twelve Months ended December 31st, 
1928. By R. B. Floris. London: P. S. King and Son, Ltd. 
1934. (10s. Gd.) 


tions set on foot ‘by Sir Alexander Houston early in 
1931, when paratyphoid bacilli appeared in the effluent 
from its sewage disposal plant following on a _ local 
outbreak of that fever. This discharge flows into 
Cobbin’s Brook, which in its turn joins the River Lea 
at a point above the London water intakes. The area 
of supply concerned was clearly exposed to risk, and 
sterilization of the effluent by means of chlorine was 
forthwith begun. During the three years which have 
since elapsed, paratyphoid bacilli have never been absent 
from the raw effluent for long, and have frequently 
been present in substantial numbers, yet no paratyphoid 
fever accreditable to Epping has emerged in London. 
Late in 1931 another case of the fever came to light 
in the Epping district, and still another in April, 1933. 
Finally, in September, 1933, a fresh paratyphoid out- 
break developed, totalling twenty-two cases. Thus the 
measures initiated in 1931 not only excluded the Epping 
infection from London throughout the inter-epidemic 
period, but also, as shown, armed the metropolis in 
advance against the second outbreak. If Epping looms 
like a threatening cloud above the Lea supply area, it 
affords at the same time an object lesson in the fore- 
sight of those whose charge it is to protect the London 
consumer from the dangers inherent in polluted water. 
The method of handling adopted there, in a particular 


- case where infective material was demonstrably present, 


is of a piece with the general practice noted above as 
applied in the routine London water examinations, 
where the possibility of infection is always presumed. 
The high standards set and the frequency with which 
these high standards are attained convey to consumers 
an assurance of safety of a correspondingly high order. 
Hence London water is often well described as above 
suspicion. 

Passing now from the satisfactory annual report and 
turning to the question of quantity, we approach a 
topic which there has been no occasion to discuss from 
a practical point of view in connexion with London 
water for a number of years. The consumption of 
London is, no doubt, enormous, but the storage 
reservoirs are gigantic, and the Thames, as the greatest 
river in England, might well be reckoned an 
inexhaustible source, the draw-off from which is 
curtailed, if ever, not through any shortage of flow, 
but rather by waiting in times of flood to let the 
turbid waters go by. Yet even the London under- 
taking; large as it is, has felt the effects of an abnor- 
mally low rainfall prevailing over the country generally 
for many months. For the twelve months ended 
December 3lst, 1933, the rainfall over England and 
Wales was 17 per cent. short of the average. For the 
twelve months ended June 30th of this year the defi- 
ciency had risen to 26 per cent. At June 20th last 
the flow of the Thames at Teddington Weir had fallen 
to 230 million gallons, a shortage of 589 million gallons 
on the daily average for June. To prevent depletion 
of the London supply an Order has been issued reducing 
to 50 million gallons a day the quantity of water to 
pass over the weir before any draw-off can be made 
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reservoirs. The citizens, too, urged to use less water, 
have already responded in some measure, but an official 
paper recently issued roundly expresses the view that 
much larger economies in water can still be effected 
in the London area without any hardship. 

Other large communities in the country are, like 
London, engaging the problem of the drought without 
appreciable inconvenience. Of the smaller urban areas, 
however, a number are experiencing shortage, while 
many rural authorities in one part or other of their 
districts have for months past suffered grave embarrass- 
ment, and cartagé of water has begun. Such difficulties 
are being relieved, so far as possible, under the 
emergency powers to improve supplies conferred by the 
Water Shortage Act, and grants in aid of permanent 
works in terms of the Rural Water Supplies Act are 
being made available by the Government to a number 
of councils. The private individual everywhere has a 
duty to second these public enterprises by observing 
for his own part a strict frugality in the use of water. 
An example worthy of imitation has been set by the 
people of a northern town, who have reduced their 
water consumption by one-third through voluntary 
effort alone. 


THE ENDOCRINE FACTOR IN 

ESSENTIAL HYPERTENSION 
The clinical features of essential or malignant hyper- 
tension have long presented problems which could not 
be explained on the ordinary lines followed in cases of 
chronic, permanent, and relatively benign forms of high 
arterial blood pressure. It is clear that they cannot 
be explained on the grounds of structural changes in 
the peripheral vessels, having regard to its paroxysmal 
and rapidly progressive nature. As long ago as 1904 
Vaquez, as a result of study of a case of hypertension 
in which he had found evidence of hyperplasia of one 
suprarenal, suggested a humoral mechanism for this, 
and considered that the suprarenal was specially to 
be considered in this connexion. Recent work tends 
more and more to show that such an endocrine factor 
is certainly involved. The demonsiration of increased 
amounts of a pressor substance in the blood of hyper- 
tensives of this type is atiended Ly very special 
difficulties, and claims to have effected such a_ proof 
are always rather suspect. 

The probability that increased quantities of circu- 
lating adrenaline are present is strongly supported by 
those cases of tumours of the medulla of the supra- 
renal (phaeochromocytoma) in which, clinically, the 
symptoms and signs closely resemble those of essential 
hypertension. A very interesting case of this has 
recently been described by H. Kalk.’ The patient 
was a woman of 36 who complained of “‘ attacks ”’ 
with the following symptoms: “‘ sizzling ’’ in the head, 
feeling of deafness, palpitation coming on suddenly, 


Klin. Woch., April 28th, 1934. 


followed by retrosternal pain and great anxiety. The 
intensity of the attacks varied ; they might be very 
severe, stop for a minute, and then recur worse than 
ever. 

Pallor of the face, hands, and feet was observed 
during the attack, and this series of phenomena might 
continue at short intervals for three to six hours, 
The patient noted that muscular movements often 
precipitated attacks. A variety of investigations 
revealed a tumour in the region of the right kidney, 
and on palpation and massage of the tumour region 
the blood pressure rose from 125 85 to 155,125 (in 
the interval between attacks the blood pressure was 
120/80), the pupils dilated, the face became pale, and 
the pulse rate increased by 15 beats a minute: these 
changes were then succeeded in about three minutes 
by the usual post-adrenaline compensations—perspira- 
tion, redness of the face, slight salivation, and con- 
traction of the pupil. The results of manipulation of 
the tumour were exactly similar to the manifestations 
of spontaneous attacks, but in the latter they were 
much more severe, the blood pressure, for example, 
rising to 240 and 300 mm. Hg and the pulse rate 
increasing by 30. Operation revealed a tumour of 
the right adrenal weighing 290 grams which was 
identified as a phaeochromocytoma, containing between 
150 and 200 mg. per cent. of adrenaline. After 
removal of the tumour the crises of hypertension dis- 
appeared. Two points of interest in this case were 
that the tumour was diagnosed correctly on clinical 
grounds, and that careful examination of kidney 
function at no time revealed any indication of nephritis. 
Such a case presents us with unquestionable evidence 
that a tumour of this sort can produce the picture 
of paroxysmal hypertension, and that discharge of 
adrenaline is the immediate cause of the attacks. 

There is no suggestion, of course, that all cases of 
essential hypertension are associated with medullary 
tumours, but the presumption that they are due to 
hyperadrenalinism gains strong support. Working on 
this hypothesis de Courcy and co-workers” adopted the 
plan of removing two-thirds of each suprarenal, haying 
regard to the well-known fact that in animals removal 
of one gland and partial resection of the other does 
not materially interfere with their continued well-being. 
This operation, performed in two stages, was carried 
out in several cases of typical essential hypertension 
with such satisfactory results that the authors feel 
justified in drawing a close analogy between hyper- 
suprarenalism and hypertension. In support of this 
contention they point out that it is always possible 
to demonstrate hyperplasia of the suprarenal medulla 
in essential hypertension, and that it has recently been 
shown by Kuré and his associates that a vaso-constrictor 
body exists in the arterial blood which appears in 
greater quantities in cases of hypertension than in 
normal controls. Olivier and Meillére’ take a similar 
view as to the value of adrenalectomy in essential 


2 Journ. Amer. Med. Assoc., April 7th, 10394. 


3 Presse Méd., May 1904. 
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hypertension, het that the 
plasia is slight and that the value of unilateral adrenal- 
ectomy (which they practised) lies in the partial rupture 
of a pathological chain, the glands removed in these 
cases appearing to them quite normal. Olivier and 
Meillére do not, however, give sufficient morphological 
and histological details to be sure of the absence of 
hyperplasia, and are themselves puzzled at the success 
of their operations in relieving the hypertension. 

From the purely therapeutic point of view another 
way of preventing the hypertensive crises in these 
cases is to provide a vascular reservoir which could 
be utilized in an emergency, and thus prevent the 
dangerous rise in blood pressure. Working on_ this 
plan Adson and Brown‘ performed bilateral section of 
the anterior roots from the sixth thoracic to the second 
lumbar, thus cutting off the vaso-constrictor supply to 
a large vascular area, denervating the suprarenals, and 
removing the motor innervation of the abdominal wall, 
which would in a crisis tend to maintain the intra- 
abdominal pressure. The results of this operation in 
a female patient with a severe and progressive form 
of hypertension were a marked fall in systolic pressure 
and a relatively unaffected diastolic. The latter 
finding was due to the already considerable hyper- 
trophy of the arteries, a return to normal diastolic 
pressure at that stage being impossible. These results 
are of great interest, but cannot compare in value 
with those obtained by removal of the gland tissue. 
The latter operation obviously has more to commend 
it in that it seems to attack the basic factor in the 
disease. None of these results give us the slightest 
information as to what may be the stimulus to over- 
secretion of the suprarenal medulla, but this appears 
to be the situation in most endocrine syndromes. 


LOUPING-ILL IN MAN 


There is no more obscure and difficult study than that 
of virus infections of the central nervous sysiem. 
Although some types of encephalitis and encephalo- 
myelitis, both in man and more particularly in animals, 
are readily recognizable, and of these some are easily 
transmissible, we need only recollect the difficulties 
which beset the experimental study of encepha!itis 
lethargica and post-vaccinial encephalitis, and the state 
of uncertainty and frustration im which these studies 
were abandoned, to appreciate that even a well-defined 
type of the disease may baffle the closest investigation. 
With sporadic cases, such as are reported from time 
to time, presenting the features of an encephalitis, the 
likelihood of reaching any aetiological conclusions is 
even less. The structural changes in the brain vary 
in their nature singularly little between one type and 
another, though they may differ in distribution and 
extent, and the only hope of identifying the responsible 
agent depends on the success of animal transmission 
and on further methods of investigation in which com- 
paratively few bacteriologists are experienced. It is, 
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in not certain that are varieties 
of encephalitis the cause of which is unknown, but 
quite possible that cases appear of which the nature 
passes entirely unrecognized. Peculiar interest there- 
fore attaches to the recent report of Rivers and 
Schwentker! of four cases of encephalitis attributed to 
the virus of louping-ill. It should be said at once that 
but for the circumstances in which these cases occurred 
and the immediate availability of facilities for expert 
investigation, there is not the smallest likelihood that 
their nature would have been recognized cr even 
suspected. Louping-ill is a disease of sheep, the features 
of which have recently been discussed by W. S. 
Gordon in these columns.?. The virus of this disease 
has been the subject of experimental work at the 
Rockefeller Institute in New York, and three of the 
cases described were in investigators engaged in this 
work ; the fourth was that of an investigator in London 
whose subsequent visit to America enabled Rivers and 
Schwentker to inquire into the features of his illness 
and to perform the serological tests by which its nature 
was determined. The features of the illness were in 
each case fever, drowsiness, headache, and photophobia, 
lasting for a week or rather less after confinement to 
bed, with a moderate pleocytosis in the cerebro-spinal 
fluid (about 69 leucocytes per c.mm.). All the patients 
recovered completely. The proof of the nature of the 
illness rests on protection tests in mice with serum 
obtained after recovery, and although the results of 
these tests are not entirely clear-cut, their number and 
the exactitude with which they were performed, together 
with a profusion of control tests, must command con- 
viction. It is worthy of note that the symptomatology 
is far from being distinctive ; it is, in fact, singularly 
vague, and such a case arising in other circumstances 
would inevitably remain undiagnosed. Although there 
is no direct evidence that this form of encephalitis can 
be naturally acquired in man, the fact of its occurrence 
will serve to renew interest in this obscure field of work, 
and perhaps to prompt further investigations in cases 
of similar clinical type. It should be generally known 
that, although brain from a fatal case is naturally the 
most fruitful material for laboratory investigation, the 
serum of a recovered case may, as in Rivers and 
Schwentker’s cases, yield valuable information, and 
should therefore be obtained and preserved whenever 
it is hoped to gain further light on a case of suspected 
encephalitis. Burnet* in Australia has recently suggested 
that Australian x-disease—an epidemic of encephalitis 
which occurred in that country in 1917—-18—may have 
been due to the same (louping-ill) virus. The human 
symptomatology is similar, and the distribution of cases 
is said to have been more consistent with an animal 
origin than with transmission by human carriers. On 
the other hand, louping-ill in sheep is unknown outside 
North Britain, and its vector, the tick Ixodes ricinus, 
is not found in Australia. The serum of cases of 
x-disease obtained sixteen years after the attack 
does not neutralize louping-ill virus. There is there- 
fore no apparent prospect of either confirming or 
disproving this interesting but highly speculative 
suggestion. 


1 Journ. Exper. Med., 1934, lix, 669. e 
2 British Medical Journal, 1934, i, 885. 
3 Med. Journ. of Australia, May 26th, 1934, p. 679. 
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FEE-SPLITTING IN CANADA 

After the ventilation which fee-splitting or dichotomy 
had in these columns about fifteen months ago, this 
unpleasant topic seems to have receded into the back- 
ground again so far as England is concerned. That it 
still troubles our colleagues on the other side of the 
Atlantic may be judged from an article on ‘‘ The Diffi- 
culties of the Profession,’’ by Dr. Harris McPhedran, 
in the Canadian Medical Association Journal for July. 
After discussing the hard times through which _ the 
general practitioners of Canada have been going in 
the past few years, and the need for consolidating the 
profession of Ontario as a self-controlled unit before 
health insurance in some form comes, Dr. McPhedran 
writes: ‘‘ There are, too, difficulties and dangers in the 
ranks of the profession. These appertain largely to the 
practice of surgery. One hears complaints frequently 
from skilful surgeons that many general practitioners 
are attempting to solve surgical problems for which by 
training ‘and experience they are quite unfitted. It is 
admitted by all surgeons that many general practitioners 
are sufficiently experienced and qualified to deal with 
the more common surgical diseases that are encountered 
in general practice. But there are others who, without 
any justification whatever, attempt the more difficult 
operations solely for the sake of the monetary compensa- 
tion, or, in lieu of operating themselves, refer their 
patients to one who, without much right, assumes the 
title of surgeon, and will secretly divide with them the 
fee obtained for operating on their patients. In some 
way legitimate surgery must go to those qualified by 
experience and training in the science and art of this 
branch of medicine. Again, by some means, secret 
division of fees must be stopped, as the greed of gain 
on the part of those who are parties toe this procedure 
tends to unnecessary operations, and in the case of 
necessary operations leads to the choice of a surgeon 
who tacitly admits his inferiority in offering to divide 
his fee.’ Plain words, these. But fee-splitting is an 
ugly thing—a form of commercialism which threatens 
the foundations of medical practice. 

PICTORIAL ART AND THE MEDICAL PROFESSION 
In connexion with the Annual Meeting at Bournemouth 
an exhibition of pictorial art by members of the medical 
profession had been collected by Mr. Norman L. 
Silvester, curator of the Russell-Cotes Art Gallery and 
Museum, and was on view in that fine building. Special 
attention was attracted by two fine examples of petit- 
point needlework contributed by Dr. Margaret Vivian 
of Southbourne, and described as ‘“‘ Trees’’ and 
‘“ Bushy Park in Bluebell Time.’’ In happy contrast 
were the swift impressions of landscapes in oils and 
water-colours by Sir Leonard Hill and others. Mr. 
E. B. Waggett exhibited a dozen delightful works in 
pastel, while Dr. T. G. Stevens, in the same medium, 
recalled London scenes. Sir Harold Gillies depicted hill 
country in Scotland, and other subjects. Opening the 
exhibition, the president, Dr. Watson Smith, remarked 
that the necessary cultivation by doctors of imperturb- 
ability was assisted by such hobbies as this. No doctor 


could afford to be without some hobby, and one of the 
highest forrns of happiness was to be found in art. 
Sir Leonard Hill, in a short address, referred to the 
extraordinary interest to be found in art. 


It gave great 
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relief alike to the general practitioner and to the research 
worker. He explained how it was now possible to 
identify pictures by scientific means. A low-power 
microscope with good illumination brought out varia- 
tions in brushwork, and thus specified particular 
painters. Similarly, the style of handling foliage 
varied, and details were disclosed by magnification. 
The application of x rays might reveal the existence of 
one picture beneath the apparent one, sometimes with 
important results. Ultra-violet rays employed with 
Wood's glass caused certain substances to fluoresce, 
thus defining the composition of certain pigments, 
indicating some as modern and not ancient. Micro- 
chemical methods were applicable to small portions of 
paint removed by a hypodermic needle. Such portions 
could also be cut into sections and examined micro- 
scopically. The nature of the media used could be 
identified, such as gesso, egg-white, and oil, and so 
identification of certain painters be established. The 
ancients had only a limited number of colours, all the 
constituents of which were known. Modern artists also 
had pigment preferences, and scientific methods were 
applicable in cases of disputed authorship. Some of 
those who visited the exhibition traced a special signi- 
ficance in the words on the wall which faced the 
entrance: ‘‘ Art is the most immediate form of know- 
ledge.’’ Certainly, the excellence of technique and 
composition in the exhibits revealed an accuracy of 
observation and a sensitiveness to effects which medical 
practice induces and in which medical practitioners 
can find recreation and relief. The exhibition will 
remain open throughout August. 


INGROWING TOE-NAIL 


The factors underlying the production of the common 
disability of ingrowing toe-nail are by no means C'ear, 
and there is a corresponding lack of uniformity in the 
methods of treatment. These vary between the simple 
palliative measures of chiropody and extensive plast-c 
operations. In an attempt to discover the method 
giving the maximum freedom from recurrence and the 
shortest convalescence Keyes' has analysed the results 
of a series of 110 operations performed by twenty-six 
different surgeons. That which he describes as_ the 
“usual ’’ operation has long been associated with the 
name of Watson Cheyne, and consists in the removal 
of a wedge of nail about a quarter of an inch wide, 
together with the underlying nail bed and nai! matrix 
and sufficient of the nail wall to include the ulcerated 
area. This operation was performed sixty times: the 
results were the best in the series, showing only 5 per 
cent. of recurrences and an average healing period of 
sixteen days. The ‘‘ Winograd ’’ operation, by which 
is meant excision of a strip of nail and its matrix, 
leaving intact the nail wall, gave 11 per cent. of recur- 
rences in thirty-four cases and a healing time of fifteen 
days. Simple avulsion of the nail was followed by 
recurrence in seven out of nine cases, with an average 
healing time of thirty-seven days. Excision of the whole 
nail and the matrix gave freedom from recurrence in 
the three cases on which it was performed and a healing 
time of twenty-three days. Wedge resection from the 
nail wall with the object of allowing more space for the 
ingrowing nail was followed by at least one recurrence 


1 Journ. Amer, Med. Assoc., May 5th, 1984, p. 1458. 
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series under consideration, but this list is by no means. 
exhaustive. The results would indicate that the opera- 
tion of Watson Cheyne gives a sufficiently high per- 
centage of cures with a fairly short convalescence. The 
aesthetic effect, in addition, is much better than that 
which follows excision of the whole nail and its matrix, 
though the latter would appear to be more certain in 
its results. In every operation depending in principle 
on permanent removal of part or whole of the nail 
thorough excision of the matrix is essential to success, 
and most recurrences are due to failure to accomplish 
this. The difficulties experienced by Dr. Keyes with 
his local anaesthesia and haemostasis do not become 
apparent to surgeons who use routine general 
anaesthesia and secure haemostasis for all operations 
on the foot by a tourniquet, preferably of the Esmarch 
bandage type, which is finally fixed around the middle 
of the leg and not around the base of the toe. 


BARBITURATE POISONING IN FRANCE 


Drs. C. Flandin, F. Joly, and J. Bernard have written 
an account of Parisian experience of poisoning by 
hypnotics, with special reference to barbiturate 
intoxication.' It is only a few weeks since we reviewed 
a volume on the same subject by Lille physicians.* 
The intensive interest in barbiturate poisoning in France 
is explained by a statement in the preface to the latest 
publication to the effect that the prevalence of this condi- 
tion has suddenly increased since 1930, and that a single 
hospital had sixty-two cases in the last eighteen months. 
The authors estimate that every year in Paris there 
must be thousands of cases of barbiturate poisoning 
of greater or less severity. The augmentation in the 
number of severe cases is due to the fact that these 
drugs are becoming the method of choice for suicide 
among certain classes, and have completely ousted 
laudanum. It is of interest to note that recently 
luminal (phenobarbitone) has provided twice as many 
cases of poisoning as veronal (barbitone), and that 
female cases are two or three times more common than 
male. The authors have therefore had a rich supp!y 
of clinical material on which to base their description 
of barbiturate poisoning, and they give a deiai'ed 
account of the clinical symptoms and_ pathological 
changes observed in these cass. In regard to treat- 
ment they support the use of large doses of strychnine. 
They recommend doses of from 1/6 to 5/6 grain 
(0.01 to 0.05 gram), repeated hourly if necessary. This 
method requires the constant and watchful care of a 
medical man, who must be fully conversant with the 
initial signs of strychnine poisoning. The authors con- 
clude that although this method of treatment does not 
provide miraculous cures, yet it does save a number of 
patients who would otherwise certainly die. They con- 
clude that strychnine, even in the large doses mentioned, 
has a disappointingly feeble action as a_ respiratory 
stimulant, and recommend for this purpose coramine 
injections or inhalation of carbogen. The authors 
appeal for a more rigorous control of the sale of 
barbiturates, which in their view are social poisons of 
greater importance than opium or cocaine, and but little 


'L'Intoxication par les Somniféres (Intoxication Barbiturique). 
By Charles Flandin, Francois Joly, and Jean Bernard. Paris: 
G. Doin et Cie. (20 fr.) 

* British Medical Journal July 7th, 1934, p. 19. 


country for and against the barbiturates, and the 
defenders of these drugs have been able to show that 
at present they do not appear to constitute a widespread 
social danger on this side of the Channel. The evidence 
set out by Flandin, Joly, and Bernard indicates, how- 
ever, that in recent years in France the abuse of these 
drugs has grown in a remarkable fashion. 
THE HUNTERIAN MUSEUM 

The enlarged outlook in the working of the Museum of 
the Royal College of Surgeons of England, which had 
its inception and early development under the con- 
servatorship of Sir Arthur Keith, appears in full 
fruition in the annual report of the new conservator, 
Dr. John Beattie. While there is no intention to allow 
of any relaxation in the endeavour to maintain the 
present position of the Museum as one of the finest 
in the worid, surgical research will, for the future, be 
added to the functions of the Museum and take equal 
place beside the collection of pathological specimens. 
The organization of the research side appears now to 
be complete, except for certain alterations and addi- 
tions required in the laboratories at the College of 
Surgeons. The conservator has been appointed head 
of the department as director of research, with control 
over the laboratories at the College and over the 
Buckston Browne Surgical Research Farm at Downe. 
The latter was formally opened during the past year, 
and is now in full working under the immediate direc- 
tion of the Master, Sir Arthur Keith. One-half of the 
annual report is taken up with the subject of research, 
and the following list of workers, and the investigations 
on which they are engaged, will give some idea of the 
extent of the present activities of the department. Mr. 
J. H. Thompson, on parathyroid extracts ; Mr. H. 
Jackson Burrows, on tissue culture and osteochondritis 
juvenalis ; Sir Charles Ballance, on sympathetic-peri- 
pheral nerve anastomoses and the effect of ablation of 
the facial nerve on the facial nucleus ; Mr. A. E. M. 
Woolf, on diverticulitis ; Mr. V. E. Negus, on ciliary 
activity ; Lieut.-Colonel E. P. Argyle, on roaring in 
horses ; Mr. H. P. Winsbury-White, on the spread of 
pelvic inflammations ; Mr. L. O’Shaughnessy, on the 
surgery of the lung, heart, and oesophagus, and on 
traumatic shock ; Dr. D. Slome, on carbohydrate 
metabolism ; Mr. G. C. Knight, on achalasia; Dr. R. A. 
Willis, on teratomata ; and Mr. T. Barnett, on decere- 
brate rigidity. In addition to this experimental work, 
numerous investigations of an observational nature 
have been undertaken in the Museum, as in previous 
years, chiefly in the osteological and anthropological 
sections. These, together with the donations which 
have been made to the Museum during the year, are 
described in the reports of the curators of the several 
departments. Of particular interest is Mr. T. D. 
McCown’s account of the excavations at the Mount 
Carmel caves, from which three blocks containing fossil 
skeletons were transferred to the College in 1932. The 
difficult operation of excavating these skeletons from 
the solid breccia matrix in which they are embedded 
has already been partially accomplished by Miss G. M. 
Collett and Mr. W. C. Willmott. The Museum has 
suffered a severe loss in the retirement of Mr. H. R. 
Burne, F.R.S., who has for many years occupied the 
post of physiological curator. 
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ONE HUNDRED AND SECOND ANNUAL 
MEETING 
of the 


British Medical Association 


HELD AT BOURNEMOUTH, JULY, 1934 


THE SECTIONS 


SUMMARY OF PROCEEDINGS 


During the next few months there will be published in 
the BRITISH MEDICAL JOURNAL the opening papers com- 
municated to the Scientific Sections of the Annual 
Meeting at Bournemouth. The reports of discussions 
in this and successive issues are intended to give 
members who were not present a general idea of the 
proceedings. 


SECTION OF MEDICINE 
Thursday, July 26th 


B. INFECTION 


Professor D. M. Lyon (Edinburgh) opened a discussion 
on the aetiology and treatment of B. coli infection. In 
all cases, he said, the original source of the infection was 
doubtless the bowel, and he discussed the various possible 
methods of spread to other sites. Spread to the urinary 
tract might be by lymphatics, blood stream, or by direct 
penetration ; there might be invasion of the portal stream 
or of the thoracic duct, with consequent general spread. 
In pyelitis most writers seemed to favour blood spread to 
the kidney. Urinary infection occurred at all ages, and 
was more frequent in women than in men at all ages. 
In men it was nearly always associated with some degree 
of obstruction, and obstruction and long retention of 
urine were probably the most important aetiological 
factors. Pyelitis was common about the middle of preg- 
nancy, and this might be due to the dilatation of the right 
renal pelvis, which was almost constant in this condition. 
Infection of the gall-bladder took place in much the same 
way as in the urinary bladder. The bacilli invaded the 
wall and formed a focus for infection of the bile. But 
factors other than the mere presence of organisms were 
probably necessary to establish infection ; among these 
might be reckoned gall-stones, chemical and toxic damage 
to the mucous membrane, and defective drainage. True 
B. coli septicaemia was exceptional. In treatment special 
attention must be given to correcting lesions interfering 
with free drainage of the urinary and biliary systems, 
and every care should be taken to ensure a healthy con- 
dition of the bowel, both constipation and diarrhoea being 
carefully avoided. Intestinal antiseptics were of little 
avail ; calomel in non-purgative doses was probably the 
most useful drug ; high colon lavage might be employed. 
There was some evidence that excess fat in the diet 
favoured penetration of the bowel wall by B. coli, and all 
writers agreed that in acute renal infection milk must be 
avoided, and butter and eggs were usually restricted. 
In the acute renal urinary infections the treatment was 
standardized: bed, warmth, large doses of alkali, barley 
water, fruit juice, and glucose drinks up to four pints 
a day. If alkali treatment failed alternate treatment with 
alkali and acid might be tried. Of the various urinary 
antiseptics hexamine was the most generally used ; for 
this to be effective the urine must be acid, and it had 
little effect in infections above the bladder as too little 
formaldehyde was evolved above that level. The keto- 
genic diet had proved successful in some cases, but it was 
nauseating, and would probably be reserved fer the most 
resistant cases. In chronic biliary infection efforts must 


be made to secure a free flow of bile. 
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Dr. CUTHBERT DUuKEs discussed the which 
predisposed to urinary infection with B. coli when the 
functions of the bladder were temporarily deranged after 
surgical operations, basing his observations on a series of 
214 cases of retention of urine following excision of the 
rectum. He first dealt with certain factors that might 
be supposed to influence infection but did not: changes 
in the nursing personnel, type of operation, and minor 
degrees of deficiency in renal function (that is, of a degree 
insufficient to make the case inoperable) in no way affected 
the incidence of infection. The four chief factors were 
sex, age, duration of retention, and general health. Sex 
was the most obvious factor, infection occurring in 69 per 
cent. of women but in only 36 per cent. of men. Next to 
sex old age was the most important ; in women under 
60 only 62 per cent. developed infection, as against 86 per 
cent. over 60, and a similar disproportion was seen in 
men. This was attributable in women to loss of muscle 
tone and in men to the increasing incidence of prostatic 
disease. Both resulted in longer periods of retention, and 
figures showed clearly that the longer the period of 
retention the greater was the incidence of infection. 
Lastly, the general health was clearly an important 
factor ; early cases were in a much better state of health 
and showed a much lower incidence of infection. 

Dr. C. M. Wiison discussed the advantages of the keto- 
genic diet for chronic cases in adults. Of 100 consecutive 
cases treated with this diet eighty-eight were freed from 
infection and twelve were failures, while there was relapse 
in fifteen. Professor Lyon had said that this diet should 
be reserved for cases which had failed to respond to other 
methods, but this was a surprising conclusion in view of 
the fact that it was generally admitted that no other 
method could offer the patient so hopeful a prospect of 
cure. If a successful result was to be obtained the pH 
of the urine must be brought down to 5, and must give 
a strong positive ferric chloride test. Moreover, the ketesig 
must be kept at this level throughout the twenty-four 
hours, and evening and morning tests were essential. The 
treatment must be pushed from the start, and a positive 
ferric chloride test should be obtained in three or four 
days. The patient should not be kept in bed, but should 
pursue his ordinary avocation. Exercise was helpful. 
With care the diet was not necessarily very unpalatable ; 
but nausea was common, vomiting not rare, the pulse in- 
creased in rate, and weight was often lost. 

Dr. C. M. Hinns Howe tv spoke of the importance of 
prostatic infection in aetiology ; prostatic massage and 
diathermy were important aids to treatment. Bacterio- 
phages he had found disappointing. Ultra-violet light and 
direct sunlight must be used with the greatest caution. 
He had had difficulty in getting the urinary PH below 5.8 
with a ketogenic diet, but large doses of ammonium 
chloride would ensure it. Dr. E. P. Poutton emphasized 
the value of protein in securing a ketosis. He was now 
using calcium chloride: a 7}-grain pill coated with salol 
and given six times a day produced a pH of 5 without 
dieting. Dr. W. H. F. OxLey asked whether si further 
advance had been made in the preparation of the ketogenic 
diet in relation to its bactericidal activity. Dr. DorotHy 
Hare spoke of the value of the B.D.H. capillometer as an 
easy means of determining the pH, and recalled Dr. 
Lepper’s experiments on the effect of slight trauma in 
producing infection. Dr. E. How Waurre (Bournemouth) 
pleaded for the more prolonged and careful treatment of 
acute cases, thus preventing the occurrence of the chronic 
case. Dr. J. A. Ryre suggested a classification into (a) 
acute, without obstruction ; (b) acute, with obstruction }; 
(c) chronic, without obstruction ; and (d) chronic, with 
obstruction. In (a) adequate alkalinization was net 
sufficiently frequently secured, but with large enough doses 
it should prevent chronicity in a greater number of cases. 
In (c) there was the best indication for the ketogenic diet. 
In (b) and (d) surgical assistance was generally required. 
Unilateral loin pain was very suggestive of an obstruction, 
and early diagnosis might frequently save patients from 
prolonged and fruitless dietetic treatment. Dr. 
Dyke (Wolverhampton) pointed out that the cause and 
treatment of B. coli infection must depend on the 
anatomical lesion. He described cases of so-called acute 
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pyelitis in women in which the kidneys removed during 
life or after death showed cortical abscesses and septic 
infarcts from which B. coli were grown. He thought 
infection occurred via the blood stream, and emphasized 
the need for rest in treatment. 


DEMONSTRATION OF OXYGEN TENT 


Dr. EF. P. Poutton demonstrated the use and value of 
the oxygen tent in the treatment of pneumonia. For 
practical purposes, he said, there were two ways of giving 
oxygen: (1) by nasal catheter, (2) by the oxygen tent. 
The latter was widely used in America, but its employ- 
ment in this country was only just beginning. The tent 
was more effective than the nasal catheter, and this had 
been proved both experimentally and clinically. With 
the help of the Medical Research Council it was now 
possible to send out at the request of any medical man 
an oxygen tent in the charge of a fully qualified physical 
therapeutist. Only the actual expenses would be charged 
for ; but it was hoped that any patient who had benefited 
from the treatment would make a donation towards the 
cost of an oxygen therapeutic service to be constituted on 
a voluntary basis. 

(Further information can be obtained from the Secretary, 
25, Upper Wimpcle Street, W.1 (telephone, Welbeck 1627), 
or from the Metical Section, British Industries House, Marble 
Arch, W.1.) 


SECTION OF SURGERY 
Thursday, July 26th 


Bap SURGICAL RISKS 


Under the chairmanship of Professor GREY TURNER (New- 
castle-on-Tyne) Mr. G. Gorpon-TayLor opened a dis- 
cussion on bad surgical risks. 

Mr. Gordon-Taylor said that, apart from the technical 
competence of the operation, the organization of the 
theatre, and the environment in which the surgeon 
worked, there were many factors which combined to 
determine the success or failure of a surgical operation. 
He did not propose to turn the discussion towards the 
consideration of patients who were bad risks because of 
the magnitude of the surgical measures intended, however 
justifiable. He was to envisage the operated, not the 
operation, and to take as his criterion of a bad surgical 
risk Rooke’s definition of ‘‘a type of patient whose 
prospect of recovery from active surgical treatment falls 
much below the average.’’ He detailed the various causai 
agencies in determining whether a patient was a_ bad 
surgical risk: (a) aetiological factors of race, sex, age, 
and heredity ; (b) bodily conformation ; (c) previous 
habits ; (d) antecedent or intercurrent disease ; (e) psycho- 
logy of the patient ; (f) the severity of the present 
ailment ; and (g) the type of operation proposed. He 
regarded it as difficult to controvert the view that 
members of the Jewish faith were bad surgical risks. 
Operations in women were, if possible, to be avoided 
during menstruation, pregnancy, and parturition. A long- 
lived ancestry was a precious possession. The psycho- 
logical undesirables were those who required no persuasion 
or over-persuasion ; the apprehensive patient ; the man 
with huge piles of books on the tables at each side of 
his bed ; the man with the rapid pulse and the stack of 
French novels around him ; and, likewise, the individual 
who was reading his paper upside down. It was a 
commonplace that clergymen, doctors, nurses, actors, and 
those of an artistic temperament were poor risks. Mr. 
Gordon-Taylor then referred to beneficial pre- and post- 
operative measures in the different fields of surgery. He 
instanced the change of outlook since the introduction 
of iodine therapy in the surgery of thyrotoxicosis, and 
dwelt with some detail on the choice of operation in 
peptic ulcer. He advocated exteriorization methods of the 
Paul-Mikulicz type in carcinoma of the colon. 

Mr. Ernest Mites said that the opening speaker had 
dealt exhaustively with the broad aspects. He himself 
proposed to speak purely regarding the risks in rectal 
surgery. While there were only two reasons for operation 


in haemorrhoids—namely, protrusion on exertion so that 
the patient became somewhat of an invalid, and repeated 
haemorrhages—stoppage of the latter by surgical means 
was a grave risk where cirrhosis of the liver or high blood 
pressure was present. Operations for fistulae were not 
dangerous to life except where pulmonary tuberculosis 
existed and was the exciting cause. Recto-sigmoidectomy 
for procidentia recti, even though it involved the opening 
of the peritoneal cavity, had carried in his hands no 
operative mortality. Cancer of the rectum, in contrast to 
non-malignant conditions, was a very different affair. 
Untreated, there was a mortality of 100 per cent. in two 
to four years. A disease of such lethal nature demanded 
drastic measures, and the only radical operations based 
on a sound pathology—his one-stage abdomino-perineal 
operation, the two-stage abdomino-perineal operation of 
Coffey, and the perineo-abdominal operation first sug- 
gested by the chairman—all demanded a great deal of 
the patient. In the early days of the one-stage operation 
the mortality was about one-third. At the present time, 
with our knowledge of the demands made by the opera- 
tion, with our methods of inducing anaesthesia, with im- 
proved pre- and post-operative treatment, and with routine 
blood transfusion, the operative mortality had been 
reduced to 10 per cent. Careful pre-operative examina- 
tion by a physician was insisted on. Every means within 
his power should be employed by the surgeon to get the 
patient to the optimum state before operation. Obese 
and highly strung patients particularly required careful 
preparation. The toxic patient, as evidenced by a sallow, 
earthy complexion and furred tongue, was a bad risk. 
The chief cause of this was septic absorption in the colon. 
Where this was not associated with stricture, he advo- 
cated high colonic lavage with dettol, two drachms to the 
pint. Where stricture was present he advocated caeco- 
stomy. The so-called tube-caecostomy was _ valueless ; 
he brought the caecum up to the surface, and made an 
opening of one and a half inches diameter. 

Mr. E. Fincu (Sheffield) said that adequate pre- and 
post-operative treatment was the best prophylactic against 
such lay press statements as: ‘‘ The operation was suc- 
cessful, but the patient died.’’ The family doctor should 
be able to assist the surgeon in great measure by his 
knowledge of the patient’s antecedent history. It might 
be superfluous to mention it, but a correct diagnosis was 
very important in assessing the risk. Physiology was 
gradually elucidating what underlay a “ poor resistance,’’ 
and dehydration and acid imbalance were being properly 
treated. He was of opinion that blood transfusions were 
better given before than after operation. Early surgery 
in biliary cases was successful surgery ; once jaundice had 
occurred the risk was increased. The appearance of the 
patient was of more import in renal cases than tests of 
function. 

Dr. M. Danzis (Newark, New Jersey) declared that 
he would not regard American Jews as presenting in- 
creased surgical risks. Mr. McApam Ecc Les thought the 
Continental Jews greater risks than British Jews. He 
would include among bad risks those who had recently 
suffered from insomnia, those who were affected severely 
by tropical heat, and those who were “ bad sailors.”’ 
Mr. J. Russett (Glasgow) felt strongly that a close asso- 
ciation between anaesthetist and surgeon was desirable in 
assessment of risk. The possibility of using local anaes- 
thesia, either alone or with a view to cutting down the 
amount of general anaesthetic, should always be con- 
sidered. He preferred never to add adrenaline to the 
novocain in patients of the hyperthyroid type. Mr. 
MASTERMAN contrasted the surgical risks in Arabs and 
Jews in Palestine, to the detriment of the latter. The 
main reason was that fear made them postpone operation 
till the case was advanced. Mr. R. L. Spitret (Colombo) 
thought that the apparent increased risk in Indians was 
possibly due to the surgeons not being able to specialize 
enough in their different ways. Mr. R. B. Bratr (Hull) 
regarded nervous patients as usually very satisfactory 
patients. Mr. J. ArmMsTroNnG (Ballymena) claimed that 
the quality of the “‘ material ’’ handled by a country 
practitioner who did occasional surgery made up for 
deficiencies in investigation and equipment. Dr. W. N. 
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Leak (Winsford) advocated large doses of vitamin A in 
the preparation of the patient, and Mr. Bast Rooke 
(Boscombe) thought the country labourer was a typical 
good risk. The cheerful fat person was a better risk than 
the doleful obese. 

Mr. Gorpon-TayLor, in reply, agreed with Mr. Miles 
in deprecating tube caecostomy He disclaimed too much 
severity in his attitude towards Jews as surgical risks ; 
there were many other factors. He joined with Mr. 
Russell in his advocacy of the advantages of local 
anaesthesia. 


POST-OPERATIVE MANAGEMENT OF EMPYEMA CASES 


Mr. G. A. Mason, in a short paper on the post-opera- 
tive management of acute empyema thoracis, referred to 
the care of the wound and to the frequent necessity of 
converting siphon drainage into the open variety of 
drainage. He stressed the importance of maintaining 
drainage until there was adequate expansion of the lung. 
If premature closure of the parietal wound was permitted 
a cavity was left in which pus was almost certain to 
accumulate and give rise to toxaemia and the formation 
of a chronic empyema. There was no constant rate of 
expansion of the lung, and so the decision for removal 
of the tube was made on radiograms showing complete 
expansion. It was sometimes said that prolonged use of 
a drainage tube led to chronic empyema, but the reverse 
was far more often the case. Patients could follow their 
occupations in the later stages with a tube in position. 
Mr. Mason favoured open-air treatment and the beneficial 
tonic effect of massage to the limbs. Irrigation of the 
cavity in the early stages was probably free from danger 
if simple measures for warming the fluid and avoiding 
undue increase of pressure were followed. Reflex collapse, 
air embolism, and cerebral abscess were unlikely cata- 
strophes. In a few cases expansion of the lung came 
to a standstill before the cavity was completely obliter- 
ated, and rarely the lung remained completely collapsed. 
Irrigation with solvents such as pepsin and eusol should 
be tried with a view to a chemical decortication, but 
where success did not follow, more radical and severe pro- 
cedures, such as thoracoplasty and open decortication, 
were indicated. Mr. PxHiLtip TuRNER said that the bad 
results were more commonly due to inadequate after- 
treatment than to deficiencies in operative technique. 
His procedure, after two days’ simple drainage, was to 
apply a large Bier’s cup to the wound once daily, making 
two or three applications. This withdrew pus, and, by 
the suction, promoted expansion of the lung. 


SECTION OF OBSTETRICS AND GYNAECOLOGY 
Thursday, July 26th 


OVARIAN CAUSES OF PELVIC PAIN 


With Mr. W. S. RicHarpson, a Vice-President, in the 
chair, Professor DanreL DouGat (Manchester) opened a 
discussion on ovarian conditions as causes of pelvic pain. 

Professor Dougal stated that the object of the discussion 
was to decide what conditions of the ovary produced pain. 
The anatomy of the organ was described, and it was 
poiated out that trauma, by rupture of a follicle, could 
occur on the surface. This trauma varied greatly in 
different individuals, and depended upon the activity of 
the anterior part of the pituitary gland. Referred pain 
probably never occurred at all, unless from a peritoneum 
irritated by ovarian disturbance. The pain was discussed 
under the headings of functional, mechanical, inflam- 
matory, and neoplastic. Nature had provided that the 
Ovary appeared insensitive to the normal distension of the 
follicle. Medical men might, in patients who complained 
of ovarian pain, deny that the pain existed, and label the 
patient hysterical, assume that the threshold of the 
pain had been lowered, as in neurasthenia, or, lastly, 
attribute the pain to local disease. The speaker himself 


took the view that a patient with a low pain threshold 
could and did feel pain and discomfort at the time of 
follicular rupture. 


Treatment in the first place was to 
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ensure physical, mental, and emotional rest. Puncture of 
cysts and removal of the ovary were useless and unneces- 
Sary measures. Varied results were to be expected from 
presacral or periarterial sympathectomy, and it was to 
be expected that organotherapy would be likely to give 
the best results. Brief reference only was made to 
mechanical disturbances. Retroversion of the uterus and 
prolapse of the ovaries did undoubtedly cause discomfort 
occasionally. Varicocele of the ovarian veins was of 
doubtful clinical importance. Inflammation of the ovary 
was well recognized as a cause of ovarian pain. Endo- 
metrioma was the exception among ovarian tumours as 
regards ovarian pain. 

Professor ANDREW H. Davipson said he realized how 
the subject bristled with difficulties. Many medical men 
had suffered as a result of neurasthenic patients in whom 
oophorectomy had been done for doubtful ovarian disease, 
The speaker had seen two undoubted examples of ‘‘ Mittel- 
schmerz,’’ and had found hard, white ovaries with a 
thickened cortex. Shaving off the cortex proved quite 
useless. Periarterial sympathectomy of the ovarian plexus 
should be tried to relieve this condition. Prolapsed ovaries 
certainly caused pain and discomfort, and he thought 
that varicocele of the broad ligament, especially if asso- 
ciated with retroversion, was a condition that produced 
severe Ovarian pain, and that Gilliam’s operation would 
relieve the condition. Ovarian dysmenorrhoea was pro- 
duced by endometriomata of the ovary. Professor 
Davidson had little faith in the idea that the small cystic 
ovary produced pain. His views on the part played by 
a neurasthenic state in this condition, and also on the 
way in which in hysteria the patient fixed her attention 
on her normal ovaries, coincided exactly with those of 
Professor Dougal. Rubin’s test was frequently of use in 
the establishment of disease of the Fallopian tubes and 
ovaries, and if no disease was found the patient should 
be told of it. 

Dr. GERTRUDE DEARNLEY said she was constantly being 
sent patients who had been told they had ovarian pain, but 
who most certainly had not this condition. Occasionally 
a demand was made for double oophorectomy in_ the 
patient, who might be a young woman. Retroversion of 
the uterus with prolapsed, tender ovaries would certainly 
cause ovarian pain. Dr. Dearnley agreed with the opening 
speakers that a polycystic ovary could produce pain in a 
neurasthenic patient. Often these cases had associated 
mental depression, and the only treatment that seemed to 
give any hope was the subcutaneous injection of ovarian 
hormone preparations, especially progynon in 1 c.cm. 
doses. 

Dr. JoHN FArRBAIRN said he was sorry to have heard 
the constant reference to neurosis in the discussion. It 
was realized that ovarian pain was now mental, and none 
the less a very real pain. He thought that the pain in 
dyspareunia, ascribed to a prolapsed ovary, was nearly 
always due to mental upset and disturbance, and not to 
a ‘‘ mechanical displacement.’’ Before the abdomen was 
opened the surgeon must satisfy himself that an obvious 
pathological condition was present. Mr. GREEN-ARMYTAGE 
thought that a number of young women with ovarian pain 
suffered in reality as a result of some condition such 
as scoliosis or lordosis. He deplored the use of so-called 
ovarian extracts in cases of possible ovarian pain, and 
believed that the action of these preparations was due to 
suggestion. Professor MUNRo KERR (Glasgow) ranked most 
operations for ovarian pain as a vogue, comparable with 
the irresponsible insertion of the pessary or the promiscuous 
use of Caesarean section. No mention had as yet been 
made of haematoma of the ovary or of ovarian pregnancy. 
He had seen cases in which operative cure of a retroverted 
uterus did cure ovarian pain. Professor F. J. BROWNE 
said that left-sided pelvic pain was a great difficulty for 
the general practitioner. It was a serious matter when 
these cases were labelled “‘ ovarian pain.’’ He knew one 
clinic which treated all such cases with a large dose of 
salts, and the patients did not return. He disagreed that 
ovarian tumours did not give rise to pain, and was not 
prepared to see the small cirrhotic ovary displaced from 
its position as a cause of pain. 
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THE SECTIONS: SUMMARY OF PROCEEDINGS 


Sir Ewen Mac tean (Cardiff) did not think there was any 
other subject in the medical curriculum in which an organ 
was so wrongly blamed as the cause of symptoms. Dr. 
BLOOMFIELD described a case of a woman who always 
complained of violent pain in the right ovarian region. 
After palliative treatment had failed, an apparently normal 
ovary was removed, with apparent cure of the pain. She 
described cases of endometriomata of the ovary which had 
freedom from symptoms for six to eight months. Mr. 
AtecK BouRNE said that he was constantly sent cases 
of left iliac pain, and that those who sent the cases 
nearly always ascribed the pain to the ovary. The chief 
reason for doubt as to the correctness of this diagnosis 
was that oophorectomy failed to produce a cure. He did 
believe that a prolapsed ovary and that an ovary con- 
taining a tense cyst could both cause pain. Dr. J. S. 
ENGLISH (Singapore) described ovarian pain caused by 
worm infection of the intestine and bowel, Dr. W. H. 
AsHMoRE (Dublin) had been disappointed not to hear the 
“early cystic ovary ’’ mentioned as a cause of pain. 
Resection of the cystic portion cured the pain. Dr. A. E. 
CutsHoLM (Dundee) thought that a diagnosis of hysteria 
should only be made as a last resource in cases of un- 
explained ovarian pain. Examination without an anaes- 
thetic was more important than examination under anaes- 
thesia. Undoubted ovarian tenderness was accentuated 
by a low state of general health. Constipation was an 
undoubted cause of left iliac pain. He would suggest 
that a cystic ovary was due to under- not over-secretion 
of prolan. Mr. W. S. RicHarpson (Bournemouth) classed 
his cases of Ovarian pain into the following aetiological 
groups: inflammation, torsion, pressure, endometrioma, 
neurasthenia, and haemorrhage. Chronic appendicitis, 
when the organ was placed in the pelvic position, was 
frequently a cause of ovarian pain. Removal of the 
ovary was, of course, unnecessary in these cases. 

Professor DanteL DouGat, in reply, said that he dis- 
agreed with Professor Browne that pain was a common 
symptom of ovarian tumours. He hoped that as a result 
of the discussion there would be fewer cases in which the 
ovary would be wrongly blamed for pain for which it did 
not account. Professor Davipson (Dublin) wished to 
emphasize the great fault that was committed by doctors 
who branded their patients with the label of ‘‘ ovarian 


pain.’’ It was a condition that took much to undo. 


The meeting concluded with a film illustrating the 
operation of Caesarean section performed by Mr. W. S. 
RICHARDSON of Bournemouth, who discussed the various 
points during the demonstration. 


SECTION OF NEUROLOGY, PSYCHOLOGICAL 
MEDICINE, AND MENTAL DISEASES 


Thursday, July 26th 


ORGANIC AND FUNCTIONAL NERVOUS DISORDERS 


With Dr. Epwarp MapoTtHerR, a Vice-President, in the 
chair, a discussion on the differential diagnosis of organic 
and functional nervous disorders was opened by Dr. 
GeorGE Rippocu and Dr. A. A. W. Perrie. 

Dr. Riddoch defined the term ‘‘ functional,’’ for the 
purposes of discussion, as indicating symptoms which 
were primarily psychogenic, and ‘‘ organic’’ as_ those 
which resulted from abnormal physical alterations in 
the nervous system. A medical history, he said, should 
recapitulate the life of the patient as a whole. The history 
of a psychoneurotic showed a tendency to face trouble 
badly. He discussed the physical signs of organic nervous 
disorders, as opposed to those of hysteria, including 
paralyses, sensory disorders, and fits. Emotionalism did 
not necessarily mean that the patient had not some 
organic illness. The investigation of the behaviour of 
the individual in the past and in the present, coupled 
with an analysis of symptoms and signs, was the essential 
basis upon which diagnosis depended. 

Dr. Petrie also stressed the fact that consideration of 
the patient’s whole make-up and circumstances often 
rendered the diagnosis clear when consideration of symp- 


toms left it obscure. He discussed the hypochondriacal 
attitude of mind in regard to the patient’s valuation of 
his symptoms. He dealt at length with the neuroses— 
hysteria and its subsidiary, the traumatic neurosis, 
neurasthenia, anxiety neurosis, and various mixed types 
Neurasthenia he defined as the ‘‘ exhaustion neurosis,”’ 
and differentiated it from the debility following severe 
illness or associated with chronic toxaemia. He then 
considered the varied manifestations of anxiety states, 
with symptoms representing a functional disturbance of 
the autonomic nervous system. Closely allied to these 
were vasovagal attacks, which were often mistaken for 
symptoms of grave organic disease. The hysteric was the 
classical simulator of many diseases, and to understand 
his symptoms a study of the patient as a whole was 
essential. The distinction of pseudo-fits from true epilepsy 
depended essentially upon this. Neglect of the psycho- 
logical aspect frequently led to failure in diagnosis and 
treatment. 

Dr. MaporHeR complimented the openers on_ their 
practical treatment of the problem before them. The 
neurologist had taken a more definitely psychological view 
than the psychologist. Dr. Riddoch took the positive line 
in defining ‘‘ functional ’’’ as synonymous with psycho- 
genic. One main source of error that had not been pre- 
viously mentioned was that mental symptoms of early 
and insidious organic diseases were related to the type 
of personality, and were often indistinguishable from 
functional conditions ; in short, the man became more 
than ever himself. At the Maudsley many cases of early 
organic disease were seen that were too mentally ill for a 
neurological hospital and not mentally ill enough for 
certification. Even definitely hysterical symptoms might 
be a symptom of organic decontrol. The first requisite for 
right diagnosis was that a psychologist should be a com- 
petent neurologist. He was amazed that this had some- 
times been denied. re. 

Dr. A. GREIG ANDERSON (Aberdeen) agreed that it was 
difficult to give satisfactory definitions of organic and 
functional disease without introducing a cross classifica- 
tion. The psychosis seemed to be a disease of a different 
order from the psychoneurosis. He deprecated the use of 
the ambiguous term ‘‘ borderland case,’’ since it suggested 
a transition between two separate categories of disease. It 
was true, however, that in early stages of schizophrenia 
many hysterical symptoms might occur, though the 
individual was always schizophrenic from the start. 
Functional disease was a reversible process, at least in 
the early stages. Organic disease was, from the beginning, 
an irreversible one, though it might be arrested. The case 
which had presented definite organic signs would continue 
to do so at all subsequent examinations ; whereas 
functional disorder varied widely from time to time. 
Functional disorder might last for life without giving 
organic signs. Organic disease had an orderly sequence 
of onset, development of physical signs, symptoms, and 
stages ; this was not so in a functional case. He stressed 
the necessity for complete and careful history-taking, 
not only as to the patient’s past diseases, but to his life 
as a whole—his emotional reactions to life. 

Dr. HELEN Boye (Hove) said that the meaning of the 
term ‘‘ functional ’’ was not clearly focused. It would be 
agreed that all forms of activity of the nervous system 
must be associated with physical changes. It seemed as 
it prolonged dysfunction might lead to abnormal physical 
alterations in other parts of the body, even if not in the 
nervous system. The possibility of recovery was a salient 
point in the use of the word ‘‘ functional ’’—that was to 
say, it implied that the case was amenable to treatment. 
This necessity for treatment was often overlooked and the 
case disregarded as though “‘ functional ’’ were synony- 
mous with ‘‘ malingering.’’ Patients should be seen alone 
in order to obtain an individual approach, whatever the 
opposition of the family. 

Dr. Fercus R. FerGuson (Manchester) preferred to 
speak of organic and non-organic disorder. The patient 
who was suffering severely from a functional disorder was 
often told that there was nothing wrong with her. This 
was obviously not true. Among the most difficult con- 
ditions to be differentiated were cerebral arterjosclerosis, 
myasthenia gravis, and brachial neuritis. The history of 
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transient attacks of numbness, weakness, and loss of 
vision was more important than the presence of 
abnormal physical signs in the diagnosis of disseminated 
sclerosis. In cerebral vascular disease insufficient atten- 
tion was paid to psychological disturbances ; this caused 
many grave errors. In contradistinction to Dr. Petrie’s ex- 
perience practically all his own cases of myasthenia gravis 
had come with the label ‘‘ functional.’’ Neuritis in less 
common situations such as brachial, external popliteal, 
anterior crural, or lumbo-sacral were frequently diagnosed 
as purely -functional,’’ especially as an anxiety state 
was frequently superimposed. 

Dr. R. D. GriLtLespie made four generalizations. F'rst, 
all physical symptoms and signs that might be regarded 
as the direct effect of emotional disturbance were probably 
of psychological origin, if no relevant organic disease could 
be discovered. Secondly, symptoms or signs that followed 
concepts of disease rather than physiological patterns were 
probably of psychological origin. Thirdly, where physical 
signs occurred in conjunction with symptoms these signs 
of organic alteration should be relevant to the complaint. 
Fourthly, in regard to the history, important character- 
istics of a psychogenic history were its time relations to 
certain psychological factors. There was a group that 
stcod midway between the purely psychogenic and the 
purely physiogenic—notably, asthma, and_ probably 
eczema and prurigo, Graves’s disease, diabetes, and certain 
cases of rheumatoid arthritis. ; 

Dr. E. Doustas GkaNGER (Bournemouth) gave the 
details of cases illustrating four difficult conditions: (1) 
Advanced chronic neurasthenia. (2) Psychogenic symp- 
toms associated with anaemia. (One case had repeated 
vaso-vagal attacks and a severe degree of agranulocytosis 
from which she recovered.) (3) Excessive fatigability, 
found later to be associated with myasthenia gravis. (4) 
Cases suggesting involvement of the basal ganglia and 
extrapyramidal motor system. These appeared to be 
getting more common. Dr. AusRrey J. Lewis drew atten- 
tion to those organic cases in which at some stage of the 
illness the clinical picture satisfied every positive require- 
ment for a diagnosis of functional disorder, and sometimes 
no physical signs of organic impairment were present. 
Where hysterical phenomena were present and there was 
an adequate motive for the symptom, there was also 
not infrequently a coarse topical lesion in the central 
nervous system. The explanation of the appearance of a 
functional syndrome in the course of organic disorders 
might be (1) that the patient had a personality which 
predisposed him to this type of symptom when provoked, 
either by psychic or physical damage: this was generally 
accepted, but did not always seem to be true ; (2) that a 
physical change in the central nervous system had a 
psychic action in producing certain functional syndromes ; 
or (3) the functional syndrome might be psychogenic, 
representing a reaction along comprehensible lines to the 
physical illness. Ignorance of neurology exposed the 
psychologist to innumerable blunders. Dr. A. T. WiLtramMs 
(Bordighera) said that functional disease should be 
positively diagnosed and not merely suggested by exclu- 
sion of organic factors. He quoted cases to illustrate this. 
The difficulty in diagnosis arose in cases where an organic 
lesion existed which was not in itself disabling, associated 
with the belief on the part of the patient that he was 
incapacitated by it. Dr. Lioner WeatHerty (Bourne- 
mouth) quoted two precepts which he had received from 
his father some seventy years ago: (1) The causation of 
almost all hysteria has been an abnormal love of sym- 
pathy ; (2) if vou would help the patient you must 
accept some pain or other as the cause of the symptoms. 
Dr. Murpo MacKenzie said the differential diagnosis 
between neurological and psychogenic lesions was that 
between an illness bearing an objective sign and one 
bearing a subjective experience. Conversion symptoms 6f 
hysteria were the end-results of a subjective psychogenic 
process, while anxiety states and neurasthenia were objec- 
tive neurological conditions. Conversion symptoms in 
hysteria were late, chronic, as a rule incurable, and really 
unimportant. Crude methods would remove these for a 


short time, a fact which had been given undue notoriety. 
In one sense they were in the same category as delusions. 
(Bournemouth) emphasized the 
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importance, from the general practitioner's point of view, | 


of the differential diagnosis, because of the difference jn 
treatment in these types of illnesses. Dr, James COLLIER 
referred the meeting to the methods of the ancient Greeks 
in the treatment of psychogenic physical symptoms. It 
was always well to beware of fits, since the most typically 
functional turned out to be organic occasionally, 

Dr. Rippocu, in summing up, said that it would be 
purely artificial to separate psychiatry from neurology, 
Dr. Perrie, in his reply, welcomed the fact that neuro- 
logists and psychologists were much more appreciative of 
each other’s point of view than formerly, a fact which was 
of happy augury for their patients. 


SECTION OF PATHOLOGY, BACTERIOLOGY, 
AND BIOCHEMISTRY 


Thursday, July 26th 


OESTRUS-PRODUCING HORMONES 


With the President, Professor J. W. BiGGeER (Dublin), in 
the chair, Professor E. C. Dopps opened a discussion on 
oestrus-producing hormones. 

Professor Dodds said that it was now almost certain that 
the oestrus-producing hormones in the urine of pregnant 
women belonged to the group of sterols, and had in 
common a partially hydrogenated phenanthrene ring. Of 
the three hormones, trihydroxy-, ketohydroxy-, and 
dihydro-cestrin, the last was much the most powerful. In 
the so far unsuccessful attempt to synthesize ketohydroxy- 
oestrin a series of compounds had been prepared in the 
laboratory which could produce all the known phenomena 
of oestrus. It had also been shown that the naturally 
occurring oestrus-producing hormones were linked on one 
side with carcinogenic substances, and on the other with 
the vitamins and certain plant sterols. The specificity of 
these hormones was not restricted to any one group of 
animals ; all female animals responded to injections of 
them if sufficient quantities were given. Kauffmann had 
shown that, provided sufficient of the hormone was given 
together with the corpus luteum hormone, it became 
possible to produce menstrual changes in the uterus, even 
in ovariectomized women. The menses could be induced 
in women suffering from primary or secondary amenor- 
rhoea, and long after the menopause. In menopausal 
cases very good results had been reported with doses of 
50,000 mouse units injected twice each week, with allevia- 
tion of the psychic symptoms, and cure of the charac- 
teristic chronic vulval inflammations. Use of the corpus 
luteum hormone had resulted in the controlling of certain 
types of menorrhagia, and patients suffering from 
repeated abortions had been successfully brought to 
term. 

Dr. A. S. Parkes said that the sexual cycles of all 
mammals had the same essential features—namely, a first 
phase characterized by growth and ovulation of the 
Graafian follicle, and a second by growth of the corpus 
luteum and by pregnancy if fertile mating had occurred. 
The oestrus-producing hormones were essentially associ- 
ated with the first phase, as could be shown by the 
production of its ordinary manifestations by injecting 
hormones into ovariectomized animals—for example, in 
the mouse or rat the vagina underwent cornification, and 
there was uterine dilatation. In the baboon the peri- 
vulval skin underwent the tremendous swelling character- 
istically seen in the pre-ovulation phase. An important 
function of the oestrogenic hormone was to sensitize the 
uterus to progestin. In immature or ovariectomized 
animals, progestin had no effect unless the uterus had 
previously been brought into the condition of oestrus by 
the action of oestrin. This interrelation between the 
two hormones might prove to be of clinical importance. 

Dr. H. Garprner-Hit_ described his experience in 
treating eighteen cases with oestrin and luteo-hormone 
obtained from Professor Kauffmann, whose technique 
and dosage he had followed. Eleven cases of secondary 
amenorrhoea, of duration varying between one and thir- 
teen years, had been treated with full doses of oestrin 
and luteo-hormone, and in all but one menstruation had 
occurred, its time of onset varying between thirty-six 
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and fifty-six hours after the end of the treatment. In 
several cases further courses of treatment had been given, 
always With positive results, but in no case was a regular 
menstrual cycle restored. Five cases of secondary amenor- 
thoea received oestrin alone, and three menstruated after 
an interval of seven to nine days. In one of these, 
menstruation occurred spontaneously in the following two 
months. As to the case of primary amenorrhoea which 
he had reported on at the Royal Society of Medicine in 
February, 1934, on Kauffmann’s advice he had given two 
further courses of oestrin and luteo-hormone, after both 
of which menstruation had occurred, but there had been 
no spontaneous return of the cycle. The secondary sex 
characteristics had now developed markedly. Dr. 
Gardiner-Hill thought there was no doubt that these 
hormones, given in the way Kauffmann suggested, almost 
invariably produced menstruation in cases of amenor- 
thoea, but they did not seem to solve the problem of 
the regulation of the periodicity of the menstrual cycle. 

Dr. J. M. Rosson (Edinburgh) dealt with the effects 
of oestrin on the uterine muscle. He stated that the 
muscle showed variations in activity during the menstrual 
cycle, and that probably both its rhythmic contractions 
and its reactivity to the oxytocic hormone of the pituitary 
reached a maximum at the onset of menstruation. The 
reactivity to oxytocin also varied during pregnancy, and 
reached a maximum at parturition. Oestrin was con- 
cemed in these effects. This increased reactivity to 
oxytocin could also be produced late in pregnancy, and 
this raised the hope that it might be possible to control 
this stage in the human being. The dosage necessary to 
affect the human uterine muscle was not known, but the 
rapid destruction of oestrin in the body suggested that 
large doses at frequent intervals would be necessary. 

Dr. P. M. F. BrisHop dealt with Markee’s work on 
transplanting endometrium in the rabbit to the anterior 
chamber of the eye, which he had himself confirmed. The 
vascular changes in the transplants could be observed. 
Normally there was rhythmic blushing and blanching five 
or six times a minute. After an injection of oestrin the 
pink colour of the graft deepened within ten minutes, 
and vaso-dilatation arrested the rhythm within half an 
hour. The technique of grafting presented difficulties, 
but in a successfully grafted rabbit the urine of suspected 
pregnancy could be very rapidly tested for oestrin. The 
test was not so delicate as the Aschheim-Zondek one, and 
the earliest positive result obtained was forty-seven days 
after the last period. 

Mr. L. C. Rivett, as a gynaecologist, was interested in 
certain clinical conditions apparently due to oestrus- 
producing hormones: (1) infantilism causing amenorrhoea 
or dysmenorrhoea ; and (2) the menopause, either spon- 
taneous or surgical. Was it possible to demonstrate by 
a quantitative test a deficiency of oestrin? Was the excess 
in the urine in pregnancy due to over-production or to 
excretion of an unwanted hormone? It was accepted 
among endocrinologists that ovulation occurred in the 
human being fourteen to sixteen days after menstruation 
commenced. Yet on clinical grounds this was considered 
the ‘‘ safe period.”’ He suggested that the observed 
ovulation was the casting off of a spent ovum, and that 
fertile ovulation was produced, as in the rabbit, by the 
stimulus of coitus. 

Dr. M. Tausk (Holland) drew attention to the functions 
of oestrin in the male. It was present in urine and testes. 
Though it depressed the hormone production of the testes, 
it promoted the growth of the smooth muscle of the 
seminal vesicles and caused hyperplasia and metaplasia of 
prostatic epithelium. This effect could be counteracted 
by injection of male hormone. Possibly it played some 
part in the pathogenesis of enlarged prostate. Dr. Tausk 
also pleaded for uniformity in methods of standardization 
and in size of units, but doubted whether dosage by 
weight would be practicable for some time. 

Professor D. CAMPBELL (Aberdeen) thought the oestro- 
genic action of anterior pituitary extracts should be 
considered. Such extracts in small doses caused a typical 
increase in uterine activity, as seen with oestrin ; if con- 
tinued, the corpus luteum effect of diminished activity 
Was seen. 


Professor Dopps, in reply, said he considered it im- 
possible at present to estimate oestrin quantitatively in 
urine. He was in favour of expressing dosage of oestrin 
by weight rather than by biological units. He thought the 
general acceptance by all speakers of the possibility of 
causing menstruation by hormone injections showed how 
much progress had been made. 


SECTION OF OPHTHALMOLOGY 
Thursday, July 26th 


BLINDNESS FOLLOWING N.A.B. 


At the second meeting of the Section, with Mr. LEs ie 
PaTON in the chair, Mr. F. A. JULER read a paper on 
a case of blindness following the administration of N.A.B. 
He said that cases of blindness following the pentavalent 
group of organic arsenic compounds had been well 
recognized in the past, and had led to the non-use of 
most of those compounds. Blindness after the trivalent 
or salvarsan group was very rare, few cases having been 
reported. He reported a case in a woman of 46 following 
a course of N.A.B. Six doses had been given, commencing 


with 0.3 gram and concluding with 0.9 gram twenty-eight . 


days later. Fifteen days after the last injection the 
patient became rapidly blind in both eyes, losing all 
perception of light in one eye, and the vision being 
reduced to hand movements in the other. The disks 
became white, and the arteries narrow with white lines 
along them. Two years latet the vision was still the 
same. She had previously had no trouble with her eyes, 
and there was no complaint of vision. She had no gross 
syphilitic lesion ; it was suggested that the arsenic had 
affected the optic nerve or retinal vessels directly and 
that it was not a case of a ‘‘ Herxheimer ’’ reaction. Mr. 
A. D. GrirrirH quoted six cases of patients blind from 
atoxyl in the early days of organic arsenic, and asked 
whether it was necessary to do elaborate liver function 
tests. Mr. D. Harpie (Bournemouth) asked whether the 
arsenic was the cause of the damage and whether bismuth 
was safer. In reply, Mr. JULER stated that the accident 
was rare and that the cause was unknown. 


ADVANCEMENT AND TENDON LENGTHENING 


Opening the discussion on the technique of advancement 
and of tendon lengthening in strabismus operations, Mr. 
W. B. InGiis PoLtock (Glasgow) said that during the last 
eleven years he had been using a clove hitch to attach the 
stitch to the rectus muscle for advancement operations. 
Two stitches were employed. The advantage of this 
procedure was that the only knot for each stitch was 
outside the conjunctiva. The muscle did not require to 
be exposed for removal of the stitch because one cut 
brought the entire stitch out. In tendon lengthening he 
employed two hooks slipped through small openings in 
the conjunctiva, one above the tendon and the other 
below. The two hooks were then separated by 10 to 
15 mm. Two cuts were made at one side of the tendon: 
one in front of the anterior hook and one behind the 
posterior. The intervening cut on the opposite side of the 
tendon was done between the two hooks ; this procedure, 
being subcenjunctival, did not require sutures, and the 
dressing was only applied for twenty-four hours to arrest 
haemorrhage. In the discussion, in which the President, 
Mr. F. W. Law, Mr. BrsHop Harman, and Mr. F. A. 
JuLeR participated, the preoperative cutting of the lashes 
and the possibility of doing squint operations in the out- 
patient department were considered, 


Locat ULTRA-VIOLET THERAPY IN DISEASE 


Mr. F. W. Law, in a paper on local ultra-violet therapy 
in eye disease, gave a short description of the two types 
of apparatus used for local irradiation of the eye—that 
for the conjunctiva of the lids, and that for the cornea 
and episclera. He said that the apparatus at present 
available for the latter was far too expensive, and he had 
designed one which he hoped would be marketed at a price 
which any ophthalmic hospital could easily afford. After 
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referring to the dangers of ultra-violet irradiation, which 
he said had been greatly exaggerated, he himself never 
having seen a single case of ocular damage from this 
cause, he gave an account of the cases treated in his 
department at Moorfields during the last twelve months. 
From this it appeared that the most successful results to 
be expected from local therapy were in cases of recurrent 
erosion, corneal ulcer, some forms of keratitis, and epi- 
scleritis, and in sterilizing the conjunctival sac before 
operation. The PREsIDENT related a case in his experience 
of cataract due to ultra-violet irradiation. Mr. A. D. 
GRIFFITH asked whether it was necessary to fix the eye 
during exposure. Mr. Law, in reply, stated that the 
possibility of other factors producing cataract, as in the 
President’s case, had to be considered. Whether an eye 
required to be fixed or not depended on its irritability. 


OrtHOPTIC TREATMENT: Irs SCOPE AND LIMITATION 


In a paper on orthoptic treatment Miss M. A. PuGH 
said that orthoptic training had become a necessity owing 
to the failure of operative measures completely to correct 
squint. In some cases the eyes were straight immediately 
following operation, but relapsed soon after. This was to 
be expected where the subsequent formation of scar tissue 
might alter the position of the eye, and also where the 
patient had to deal with images which were disorientated 
in space according to his former habit of sight. The 
residual deviation after a squint operation often included 
a vertical displacement and/or a cyclophoria. These 
displacements, if left, did not correct themselves, but 
could usually be corrected by training. The age difficulty 
was generally overrated. Training was certainly more 
satisfactory in patients of 4 or 5. Nevertheless, adult 
patients could re-develop their fusion faculty easily ; this 
was seen in patients who developed a divergent squint 
when the power of accommodation decreased. In her 
opinion the one serious limitation to orthoptic training 
was the eye which had been allowed to become amblyopic. 
Such an eye was best treated up to 7 years, but good 
results were obtained by occlusion up to 14 or more. 
Alternating squints gave as good results as monocular 
squints, but tended to take a longer time. The PRESIDENT 
asked whether Miss Pugh advocated squint training as 
a preliminary even in cases that would obviously come 
to operation. In reply to the discussion, in which Mr. 
Gray CiecGc, Mr. P. A. Ross (Bournemouth), and Mr. 
InGLIs PoLLock joined, Miss said that training was 
always of value. It helped to avoid post-operative 
diplopia. She recommended the gradual occlusion of an 
eye—for example, using a varnished lens rather than an 
occluder. 

PHYSICS AND OPHTHALMOLOGY 


Mr. F. RipLey, reading a paper on physics in the 
problems of modern ophthalmology, showed graphs repre- 
senting the distensibility of the globe, and described the 
experimental work upon which these were based. He 
discussed the physical laws relating to pressure in liquids, 
and, applying them to the problem of the intraocular 
pressure, showed that the latter was determined by the 
tension in the walls of the globe, and was equal to the 
pressure within any blood vessel in the eye less the 
pressure due to the support afforded by the vessel wall at 
the point observed. From the graphs the amount of 
blood normally present in the living eye, and the 
expansion of the vascular bed of the uvea, when active 
tone was lost, could be deduced. It was further shown 
that such expansion of the vascular bed could produce 
rises in intraocular pressure as great as any observed 
clinically. The graphs also demonstrated that the walls 
of the globe exhibit the phenomenon of stretching when 
submitted to distension as in glaucoma, and that glauco- 
matous eyes give such a “‘ stretched ’’ curve. The impor- 
tance of this stretching in predisposing the eye to a second 
attack of glaucoma was emphasized. 


DYSTROPHIES AND DEGENERATIONS OF THE MACULA 
Mr. ARNOLD Sorssy, in a paper on the dystrophies and 
degenerations of the macula, drew a sharp distinction 
between these two groups of lesions. In the dystrophies, 
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he said, there was a hereditary basis, recessive, dominant, 
or irregularly dominant. The age of onset varied in 
different families, as did the ophthalmoscopic appearance, 
but within the same family the lesion had an almost 
photographic likeness in the members affected. Abio- 
trophy was the underlying factor in these affections, which 
ranged from severe lesions present at birth or developin 
shortly afterwards (Best’s disease), to pre-senile familia] 
type of Tay’s choroiditis. The group possibly included 
also some forms of so-called senile degeneration. Ip 
contrast to these dystrophies, which were sometimes asso- 
ciated with widespread neurological and skeletal lesions, 
the degenerations of the macula followed upon some clear 
pathological process—inflammation in the case of central 
choroiditis, vascular disturbances in most cases of senile 
degeneration of the macula. Mr. Sorsby drew attention 
to disciform degeneration of the macula with its kaleido- 
scopic range of intermediate appearances and character- 
istic terminal stage of disk-like atrophy at the macula. 
Referring to the cases of macular dystrophy associated 
with central nervous system manifestations, the President 
related adult cases of macular dystrophy associated with 
psychoses. Mr. G. CLecG thought that the cases grouped 
under disciform degeneration helped to explain cases pre- 
viously diagnosed as tuberculous. Mr. Sorssy, in reply, 
said that attempts to establish an entity of cerebro- 
macular affections occurring in later life had so far failed. 


SECTION OF ORTHOPAEDICS 
Thursday, July 26th 


ADOLESCENT AND SENILE KyPHoOsISs 


With the President, Mr. Harry Pratt, in the chair, a 
discussion on adolescent and senile kyphosis was opened 
by Mr. C. Lamsprinupr. He confined his remarks to the 
adolescent condition, a rounded dorsal kyphosis ot 
insidious onset, making its appearance between the ages 
of 12 and 17. There were, he said, five fairly well defined 
clinical groups. In the first, kyphosis appeared without 
pain or other symptoms in an otherwise healthy patient. 
In the second, the onset was similar but the child was 
tall, poorly developed, and had frequent debilitating 
illnesses. In the third group, the onset was fairly rapid, 
a history of trauma was common, and pain was a very 
definite feature—the condition first described by Scheuer- 
mann in 1921. Patients in the fourth group showed a 
kyphosis with evidence of endocrine imbalance ; the child 
was usually too tall for his age, and the secondary sexual 
characteristics might be irregular. Lastly, adolescent 
kyphosis might develop rapidly after an acute chest 
infection, particularly pneumonia. The various _aetio- 
logical factors were then discussed, and it was shown that 
infection, hernia of the nucleus pulposus, and_ repeated 
minor traumata had all to be taken into account. Mr. 
Lambrinudi had examined some 400 school children, and 
had found a definite association between adolescent 
kyphosis and tightness of the hamstrings. If a child with 
tight hamstrings was repeatedly compelled to perform toe- 
touching exercises, hyperflexion of the spine occurred, 
since the hamstrings could not be stretched by leverage 
applied through the spine. 

Dr. Jacgues Catvé (Paris) described the formation of 
the long, ugly curves that appeared in the cervical and 
lumbar regions in an untreated case of adolescent kyphosis. 
A patient in whom the disease was allowed to run its 
natural course ended up with a camel-like hump in the 
dorsal region, with marked lordoses above and below ; in 
consequence, the whole trunk and neck appeared to be 
shortened. The problem of treatment was exactly the 
same as the one that had to be faced in dealing with 
extensive dorsal caries. If short, compensatory curves 
could be induced immediately above and below the 
segment of the spine in which kyphotic changes had 
occurred, the total shortening of the trunk would be 
negligible, the cosmetic result excellent, and the patient 
would be spared the grinding backache so commonly 
found in severe lumbar lordosis. This result might be 


obtained by nursing the patient in a plaster bed, so con- 
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structed that the normal cervical and lumbar curves were 
obliterated and constant pressure was exerted on the spine 
jmmediately above and below the kyphos. The Minerva 
jacket with a posterior window over the kyphos worked 
jn the same way, with the added advantage of making 
constant recumbency unnecessary. Pressure above and 
below the kyphos was made by insertion of pads of felt 
through the window in the back of the jacket. 

Professor H. A. Harris said that although the spine at 
all ages accounted for 37 to 40 per cent. of the total body 
length, and the dorsal part at all ages accounted for 
37 per cent. of the total spinal length, yet there was 
a marked disproportion in the growth of the cervical and 
lumbar regions, as regards both the bony vertebrae and 
the fibro-cartilaginous disks. The disproportion in growth 
in the case of the disks was more marked than that of the 
bony vertebrae, for the total height of the disks in the 
cervical and dorsal region was doubled between birth and 
adolescence, whereas in the lumbar region the disks 
increased fourfold. The primary and secondary centres 
of ossification in the vertebrae were illustrated radio- 
graphically, and special attention was directed to the 
postponement of consolidation in the spine and _ os 
jnnominatum of man in accord with the prolonged period 
of childhood and the delay of puberty. The growth pro- 
cesses in relation to the epiphyseal plates above and below 
the body of the vertebra were shown to be identical 
with those at the growth cartilages of the long bones. 
The epiphyseal plates were to be regarded as a means 
of limiting growth in the spine, so that the range of varia- 
tion in total spinal length could be maintained within 
much narrower limits than variation in stature. Radio- 
graphs were shown indicating that nutritional and infec- 
tious diseases, with or without certain underlying per- 
versions of growth, had a place in the aetiology of 
adolescent kyphosis. Schmorl’s useful demonstration of 
leions of the fibro-cartilaginous disks did not appear to 
explain all cases. Professor Harris compared the changes 
in senile kyphosis to those reversions which are familiar 
in old age, both in the mandible and in the vault of the 
skull, whereby the bone is restored to its infantile condi- 
tion. In childhood the disks were relatively immune and 
the vertebrae peculiarly susceptible to nutritional and 
infective conditions. In old age the vertebrae were sus- 
ceptible to nutritional conditions such as osteoporosis or 
osteomalacia, and the disks and ligaments were peculiarly 
liable to calcification and ossification as a result of chronic 
infections such as pyorrhoea, leucorrhoea, and gonorrhoea. 

Mr. N. Ross SmitH (Bournemouth) said that Schmorl’s 
theory of congenital weakness of the cartilaginous plates 
above and below the nucleus pulposus left several clinical 
facts unexplained. If the defect was present from birth, 
why was it that the onset of deformity was always delayed 
until puberty? Furthermore, nuclear herniae were con- 
spicuously absent in many cases of marked adolescent 
kyphosis. There was little doubt that infection was of 
some aetiological importance. A case was described in 
which a tall youth of 18, with kyphosis of four years’ 
duration, showed signs of low-grade chronic infection: 
slight fever, sweating, secondary anaemia, a polymorpho- 
nuclear leucocytosis, and an increased sedimentation rate. 


The tonsils were found to be grossly infected ; after 


they had been removed the patient’s condition rapidly 
improved. It was admitted that the chronic sepsis and 
the kyphosis might be quite unassociated, but there was 
no doubt that the bone changes had occurred during the 
time of the patient’s ill-health. © Mr. B. WurrcHurcu 
Lt espoused the infective theory, particularly in the 
senile cases. Many of his patients were so ill that their 
appearance suggested the presence of malignant disease. 
Evidence of chronic sepsis was by no means uncommon 
in adult kyphosis. He felt that the economic importance 
of the adolescent condition was insufficiently appreciated, 
and that claims for disability supposed to have arisen 
during the course of work were too frequently recognized, 
when in reality the trouble in the back dated from the 
appearance of a kyphosis during school life. The obvious 
remedy was early recognition of the condition at <chool 
orthopaedic clinics and the prompt institution of treatment. 
Miss Maup F. ForresTER-BROWN (Bath) supported Mr. 


Lambrinudi’s statements regarding the aetiological impor- 
tance of tight hamstrings. In a certain physical training 
college she had traced numerous cases of sacro-iliac strain 
to the vigorous attempts of certain pupils to stretch their 
unstretchable tight hamstrings. She had found that in 
cases of established kyphosis it was difficult, often 
impossible, to treat patients in recumbency. Considerable 
relief of pain and the development of good compensatory 
curves often followed a course of abdominal exercises and 
the wearing of a light Goldthwait brace. 


SECTION OF ANAESTHETICS 
Thursday, July 26th 


PRACTICAL DEMONSTRATIONS 


The second meeting of the Section was devoted to demon- 
strations at the Cornelia and East Dorset Hospital, Poole. 
Dr. W. B. Primrose (Glasgow) demonstrated closed anaes- 
thesia with carbon dioxide absorption in a case of chole- 
cystectomy. He used his single-phase apparatus anaes- 
thetor ‘‘ M.7.’’ Dr. H. J. A. Stmmons (Bournemouth) 
demonstrated the intravenous use of sodium evipan in 
four cases. Dr. J. C. A. Norman (Broadstone) showed 
two cases, one of appendicectomy and the other of 
implantation of radium around the uterus, in both of 
which spinocain was used. Premedication had _ been 
administered as follows: evening prior to operation, 
3 grains luminal ; one and a half hours before operation, 
3 grains nembutal; half an hour before operation, 
1/2 c.cm. omnopon-scopolamine ; a quarter of an hour 
before operation, if the patient was not drowsy, a further 
1/2 c.cm. of omnopon-scopolamine. 


SECTION OF OTO-RHINO-LARYNGOLOGY 
Thursday, July 26th 


ALLERGIC FACTORS IN RHINORRHOEA 


With the President, Mr. J. S. Fraser, in the chair, the 
discussion on allergic factors in rhinorrhoea and nasal 
catarrh was opened by Mr. T. H. Just. 

After defining the term “‘ allergic disease,’’ Mr. Just 
said that his remarks were restricted to allergy as seen 
by the rhinologist in a rather indefinite form, either com- 
plicated or uncomplicated by catarrh. He discussed the 
factors operating in vasomotor rhinitis and some of the 
causes, one of which, he maintained, was the use of face 
powder by the modern young woman, and particularly of 
powder which contained orris root as an ingredient. He 
dealt with the allergic’s sensitivity to the staphylococcal 
protein as a cause of the vasomotor rhinitis, and the 
effects attendant on the administration of minute doses 
of autogenous vaccines in patients suffering from asthma 
and nasopharyngeal catarrh. 

Mr. E. D. D. Davis said that from a clinical point of 
view cases of allergic vasomotor rhinorrhoea could be 
divided into two groups: (1) those in which there was 
no anatomical abnormality ; and (2) those of long duration 
with consequent permanent oedema, polypi, etc. In all 
cases the allergic and general condition must be treated. 
Operative treatment in the majority was unsatisfactory, 
but when permanent changes such as polypi and suppura- 
tion supervened operation became a necessity. There was 
need for research into the basis of allergic rhinorrhoea, 
which might lead to the successful treatment of asthma 
and hay fever. 

In the discussion which followed Mr. E. Wartson- 
WittiaMs (Bristol) contended that the treatment em- 
ployed depended on the degree of nasal abnormality. 
Where the rhinorrhoea was slight it might be sufficient to 
avoid exposure to the allergic. factors. Where there was 
gross abnormality he advised very slight cauterization of the 
septal spur. Dr. W. C. Davivson (Torquay) emphasized 
the importance of the gastro-intestinal factor in asthma 
and rhinorrhoea. Professor H. S. BrrKketr (Montreal!) 
asked what was the influence of race on the disease. In 
his town it was particularly prevalent among the Jewish 
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women. He did not agree that the nervous system had 
little to do with the condition. The application of pure 
carbolic acid to the whole of the intranasal surface had 
given some very successful results. Mr. E. B. WaGGeETT 
regarded these cases as urticaria of the nose. He stressed 
the importance of investigating the condition of the blood 
in regard to coagulation time, calcium content, etc. 
Mr. HersBert TILLEy advised applications of mono-chlor- 
acetic acid. He had found this drug more penetrating and 
efficacious than carbolic acid. Dr. G. Bray said that all 
cases of simple uncomplicated spasmodic rhinorrhoea were 
of allergic origin ; any infection was but a secondary factor. 
In dealing with the allergic sensitivity there were five 
groups of factors to be considered: (1) various inhalant 
substances, (2) foods, (3) drugs, (4) physical agents such as 
heat and cold, and (5) bacteria. The majority of these 
cases would clear up entirely without any nasal opera- 
tion by removing the irritants by skin tests, and by 
desensitization with strong extracts and big doses com- 
bined with adrenaline. 


TONSILLECTOMY IN CHILDREN 


Dr. B. Nespitt (Edinburgh) opened the dis- 
cussion on post-operative complications and results of 
tonsil and adenoid operations in children. Her material 
was based on 1,457 cases from Dr. J. S. Fraser’s depart- 
ment at the Royal Infirmary, Edinburgh, and on 900 cases 
operated upon in private by Dr. Fraser. A_ statistical 
survey of all possible complications was carried out, and 
the results were carefully noted. The local symptoms for 
which the operation was recommended were completely 
cured in 75 per cent., partly cured in 18 per cent., and 
persistent in 7 per cent. of cases. There was a marked 
improvement in general health in 86.4 per cent., and no 
improvement in 12.2 per cent. The post-operative com- 
plications were higher in the hospital than in the private 
cases. 

Mr. E. B. Waacett stated that the children who were 
sent home from hospital on the day of the operation did 
much better than those who were kept at hospital for 
twenty-four or forty-eight hours. Mr. T. RircHre RopGER 
agreed with Mr. Waggett on this point. Professor H. S. 
BrrKettr (Montreal) discussed the particular techniques in 
tonsillectomy which gave the best aesthetic results. He 
had never had a case of pneumonia following a tonsil 
operation in children, 


INFECTIONS OF THE MAXILLARY SINUS 


Dr. I. B. THoRBURN (Glasgow) opened the discussion on 
infections of the maxillary sinus. He reviewed the results 
obtained in 508 cases treated by Dr. J. S. Fraser at the 
Edinburgh Royal Infirmary from 1921 to 1930. Treat- 
ment was by conservative methods, and, where these 
failed, by the intranasal rather than by the radical opera- 
tion. In the acute cases an ultimate cure was obtained in 
50 per cent. by conservative treatment, and in 75 per 
cent. by intranasal operation. Conservative treatment, 
he said, was of little value in chronic cases ; by intra- 
nasal operation one-third were cured and another third 
improved. The radical operation had special indications ; 
in uncomplicated cases 60 per cent. were cured and in 
complicated cases only 25 per cent. The mucosa of the 
maxillary sinus was frequently polypoid, and this oftea 
accounted for the recurrence of nasal polypi after opera- 
tion. 

Mr. 


‘ 


TitLtEY said that in most cases of ‘ choanal 
polypus ’’ the antrum, on being opened, was found to be 
full of poiypi. In his opinion, therefore, Dr. Thorburn 
was not justified in excluding these cases in his analysis 
of sinusitis. He further stated that the transillumination 
test was unreliable because one or two previous attacks 
of sinusitis would cause the affected antrum to appear 
more opaque for a relatively long time. Mr. WacGcGetr 
deplored that the Lichtwitz trocar and cannula for washing 
out the antrum was still in use. Far better results were 


obtained and fewer antral operations would be required 
if Killian’s needle were employed or that of Watson- 
Williams. 
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SECTION OF PAEDIATRICS 
Thursday, July 26th 
OSTEOMYELITIS 
With Dr. H. H. Cuopak GreGcory, Vice-President, in the 
chair, Professor JouN Fraser (Edinburgh) opened a dis- 
cussion on acute osteomyelitis. 

He pointed out that, while staphylococcal osteomyelitis 
was apparently disappearing, there had been a definite 
increase in the last twelve months. He accepted the view 
that the bone disease arose from a blood stream infection, 
and to a certain extent the local pus formation might be 
regarded as a defensive mechanism, akin to a fixation 
abscess, a point of some importance in regard to treat- 
ment. Dealing with the cause of the localization of the 
infection, Professor Fraser suggested that the great con- 
centration of reticulo-endothelial tissue in the marrow of 
the growing bone might explain the occurrence of a 
localized reactive process in response to a generalized 
infection. Treatment, he said, was essentially conserva- 
tive ; he was an advocate of a form of the Starr technique, 
Actually he was accustomed to expose the affected area 
of bone, and then, by means of a drill one-eighth of an 
inch in diameter, perforate the cortex of the metaphysis 
in a number of places, covering as far as possible all the 
infected area. A special gauze dressing was then packed 
into the wound, and complete immobilization secured by 
encasing the limb in plaster so as to include the joints 
above and below the lesion. After a fortnight the plaster 
was removed, and a fresh plaster applied for a period of 
four to six weeks. In the treatment of the general con- 
dition Professor Fraser employed an anti-staphylococeal 
immuno-blood transfusion if the temperature had _ not 
fallen or shown signs of improvement by the third day 
after operation. Staphylococcal serum had _ been disap- 
pointing, and, apart from immuno-transfusion, he relied 
upon an abundant supply of fluid and a high vitamin 
intake. 

Mr. H. Tyrreci-Gray said that over a period of many 
vears he had become more conservative in treatment, so 
that actually for the past five years he had not operated 
on a single case of osteomyelitis. He regarded the dis- 
order as essentially a septicaemia, with the local lesion as 
an incident. He admitted that in desperate cases there 
was a great deal of anxiety for the surgeon who wished 
to hold rigidly to his principles, but he had found that 
treatment of the septicaemia, without any interference 
with the local lesion, gave good results. By close co- 
operation with the pathologists there had been evolved 
an intensive form of attack upon the general infection, 
mainly by means of intravenous injections of mercuric 
chloride (1/40 to 1/16 grain), and the use of anti-staphylo- 
coccal serum or anti-streptococcal serum, depending upon 
the organism found on blood culture. Secondary abscesses 
occurred and had to be dealt with ; anorexia was a 
frequent symptom, but yielded to open-air treatment. 
This method, he said, avoided all the risks inherent in 
the opening up of the bone, the chances of pyaemia, and 
the chronic stages of sinuses and sequestra. Over a period 
of five years he had had one death, due to empyema 
developing comparatively late in the illness, and no in- 
stance of sequestration. 

Mr. H. W. S. WriGcutr emphasized that little was 
known about the early stages of the malady called osteo- 
myelitis, and it was obvious that the local bone condition 
was but the last act in a play. He thought more emphasis 
should be laid on the factors of poverty, overcrowding, 
dirt, and underfeeding in the lowering of resistance. As 
with rickets and bone tuberculosis, osteomyelitis would 
be abolished if enough people were willing to take enough 
trouble. Dealing with his personal experience, Mr. Wright 
emphasized the danger of leaving plasters on too long, 
and the value of the Carrel-Dakin methods in clearing up 
a persisting state of local sepsis. 

Dr. L. Core (Cambridge), speaking as a_ physician, 
thought that the early stages of obscure osteomyelitis 
were more likely to come under medical than surgical 
observation. In any case of acute unexplained pyrexia, 
although local signs were slight or negligible, the possi 
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bility of acute osteomyelitis should be kept in mind. Even 
if the local lesion was becoming severe the manifestations 
might be slight, and it was necessary to make a minute 
examination of bones and joints, especially if there was 
any history of an injury. Accessory aids to diagnosis in- 
cluded a four-hourly temperature chart, leucocyte count, 
blood culture, and aspiration of fluid in the region of the 
local affection. 

Mr. S. A. S. Mackin (Nottingham) said that the 
problem of treatment in osteomyelitis had two aspects— 
the preservation of life, and, later, the preservation of 
function. He saw the chronic stages of the disease in 
an orthopaedic hospital, and as a result of this he con- 
cluded that early treatment should aim at promoting free 
drainage of the medulla with as little damage as possible ; 
once the acute stage was over many cases could have 
their illness cut short by radical sequestrectomy. Mr. 
W. ArcH. MeIN (Bournemouth) raised one problem of 
aetiologyv—namely, the possible relation of the increased 
incidence of removal of tonsils by dissection with the 
occurrence one or two years later of osteomyelitis. The 
presence of intense oedema of the bone marrow was 
responsible for necrosis of bone, and treatment must be 
directed towards remedying this. Hence he sought to 
secure free drainage, with the use of an irrigation method 
to keep the openings in the bone and secure a free flow 
of purulent material. Dr. F. J. Poynton, the President, 
said that he had been brought up in the school which 
taught that if acute osteomyelitis was diagnosed there 
must be immediate operation to save life. After hearing 
the discussion he was very doubtful as to what he should 
do if a relative were affected with this disorder. He men- 
tioned one difficulty in differential diagnosis—for example, 
in cases Of acute lymphatic leukaemia with some infiltra- 
tion of the bone in the neighbourhood of the joints. Mr. 
R. KeNNoN (Liverpool) held that if pus was present then 
operation had to be performed. It was important to 
realize the exact points where tenderness over the bones 
was to be expected. He was against prolonged covering-up 
of cases of osteomyelitis after operation’ Mr. W. J. 
Eastwoop (Liverpool) still thought, despite all he had 
heard, that the ideal operation was “‘ guttering.’’ He 
considered that exact diagnosis as to the extent of the 
disease and the operation should both be carefully planned 
in the ward as a result of clinical findings. 


SECTION OF PUBLIC HEALTH (INCLUDING 
TUBERCULOSIS) 


Thursday, July 26th 


IMMUNIZATION IN THE SPECIFIC FEVERS 


With the President, Dr. T. CarNnwatu, in the chair, 
Dr. R. A. O’BriEN (Beckenham) opened a discussion on 
immunization in the prevention of the specific fevers. 
Dealing first with diphtheria, Dr. O’Brien said that 
such mixtures as toxintantitoxin were being given up, 
but toxoid-antitoxin floccules (T.A.F.) were still popular. 
Toxo:d alone was being more freely employed, sometimes 
combined with an immobiliz:ng agent such as alum. The 
antigen alum-toxoid had proved remarkably useful in 
animal immunization in the laboratory, but it was doubt- 
ful whether it would displace formol-toxoid in two well- 
spaced doses for human immunization. When the chemist 
could prepare pure crystalline toxin as he now produced 
ferments and vitamins, more rapid progress could be 
expected, but the ‘‘ pseudo ’’ constituent which caused 
local swelling and general malaise would have to be 
eliminated. In dealing with an institutional epidemic, 
the dictum of 1923 still held good—‘‘ Schick-test and swab 
every inmate ; immun‘ze immediately the Schick-positive 
children ; and isolate and examine daily the Schick-positive 
and swab-positive children, for it was in this group that 
all the cases of d'phtheria appeared.’’ It was as yet 
uncertain whether current methods of immunization would 
secure immunity against all types of diphtheria, but it 
appeared the best policy at present to endeavour to im- 
Prove the type of prophylactic hitherto derived from the 


Park 8 strain. There seemed to be no evidence that the 
morbidity or mortality rose even temporarily in a partly 
immunized community because of the suggested rise in 
the carrier rate among the inoculated. In scarlet fever, 
active immunization with a small series of doses of toxin 
gave high protection. The reduction of the number of 
injections had not yet proved practicable. Formaliniza- 
tion must not be carried too far ; unless approximately 
500 skin test doses of toxin per c.cm. were left, high 
immunity was not secured, even with three doses and 
the addition of alum. As regards whooping-cough, the 
vaccinating work of Madsen in Scandinavia and of Sauer 
and others in the United States offered considerable hope. 
Jundell in Sweden was endeavouring to obtain an equiva- 
lent of the valuable convalescent measles serum for the 
protection of young children in contact with whooping- 
cough patients. 

Surgeon Captain S. F. DupLtey, R.N. (Chatham), said 
that 10 per cent. of Greenwich Hospital schoolboys had 
lost their negative Schick reaction within two years of 
successful immunization. The immunizability of such cases 
had been permanently augmented, and, if later infected 
with diphtheria, antitoxin would be manufactured so 
rapidly that disease would not develop, apart from trivial 
sore throats. He whole-heartedly endorsed Dr. Nash’s 
insistence on a post-inoculation Schick test. Artificial 
protection against clinical diphtheria was no protection 
against carrier infection ; it might even increase the risk 
of infection to unprotected members of the community. 
Every effort should be made, therefore, to protect the 
younger age groups or pre-school children, who were more 
liable than others to severe and fatal infection. The 
Greenwich School had been invaded in 1932 by diphtheria 
bacilli of the gravis type, indistinguishable from that 
which had caused such havoc at Leeds. No fewer than 
146 healthy carriers had been detected, but had not been 
segregated since all the school had been previously im- 
munized. There were no cases of clinical diphtheria, and 
only eighteen cases of mild sore throat with K.L.B. 
infection—a splendid testimonial to the value of artificial 
immunization, wh‘ch could certainly reduce the morbidity 
of clinical diphtheria to a negligible figure. 

Dr. WiLson SMITH insisted that any satisfactory method 
of immunization must be absolutely safe, cause no dis- 
turbance of health, be painless, and produce a high grade 
of long-lasting immunity. Such ideals had not yet been 
realized in the case of virus Ciseases. Viruses were so 
minute that the administration of an adequate bulk to 
immunize might be impossible. No susceptible animal 
species had yet been discovered, and so supplies in 
quantity of virus and immune sera could not be forth- 
coming. Yet great advances had been made. Immuniza- 
tion with killed or inactivated virus gave rise to a mild 
temporary result, which rendered possible the administra- 
tion of doses of living virus which might otherwise have 
been lethal. Formalized and carbolized vaccines, useful 
in dog distemper, cattle plague, and human rabies, had 
proved unconvincing in yellow fever, and their immu- 
nizing properties quickly disappeared. Yet killed viruses 
had antigenic properties, and improved methods of obtain- 
ing concentrated virus, freed from the undesirable animal 
tissues, might lead to their extended use in the future. 
Living virus could be used with safety if modified by 
passage through animals, or associated with a protective 
immune serum. Yellow fever virus could be transmitted 
to mice by intracerebral inoculation, and carried on in- 
definitely thus from brain to brain. The final virus no 
longer produced a fatal infection in monkeys when inocu- 
lated subcutaneously or intraperitoneally, but only when 
introduced into the central nervous system. The milder 
non-fatal infection induced a solid immunity against all 
strains of the virus, and had been used for human beings, 
although often with the protection of a serum. A very 
careful balance of virus and serum was necessary. By 
using the intradermal approach smaller doses of con- 
valescent serum were required: the crucial test would 
be furnished by the occurrence of an epidemic, but 
laboratory infections had already been obviated by this 
means. Although no serum was effective in measles, if 
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given after the onset of aenedisiaie prevention was obtain- 


able. A similar use of convalescent serum would probably 
yield good results in poliomyelitis, chicken-pox, and 
mumps. 

Dr. E. H. R. Harries discussed the indications for 


immunization, active and passive, in the practice of the 
fever hospital. In his experience, when in Birmingham, 
the procedure of seeking parental consent to produce active 
immunity to diphtheria during the stay of scarlet fever 
patients in hospital had, on the whole, worked satisfac- 
torily, and resulted in the protection of large numbers of 
children annually. Benson had used toxoid in Edinburgh, 
and in 1933 inoculated about 1,000 scarlet fever patients 
under 10 years old, the parental consent rate exceeding 80 
per cent. Apart from this practice the chief indications 
at present for active immunization were the protection of 
the hospital staff against small-pox, diphtheria, scarlet 
fever, and the enteric group. In his own hospital, in spite 
of abundant opportunities for infection, there was no 
evidence that the active immunization of nurses with 
toxoid was not proof against infections with gravis or 
intermediate strains of C. diphtheriae. The Dick test, 
carried out with a well-tested toxin, was a reliable in- 
dication of immunity to the toxin of the haemolytic 


streptococcus at the time the test was read. He had 
found that natural Dick-immunes possessed solid 
immunity. 


Artificial Dick-immunes occasionally lapsed to an extent 
which permitted not only a positive Dick test, but a 
clinical attack of scarlet fever. If this was so in the 
case of nurses constantly receiving stimuli from the 
ubiquitous haemolytic streptococcus it was difficult to 
advise active immunization against scarlet fever in public 
schools. An outbreak of scarlet fever among lapsed 
artificial immunes might require considerable explanation. 
The positive Dick reactor was in a majority among public 
school communities. Advance in active immunization 
against scarlet fever still awaited a laboratory method 
of titration of the toxin and the determination of the 
optimum series of doses for the production of lasting 
immunity. The speaker produced figures to show that 
active immunizat'on of nurses against scarlet fever did 
not increase the incidence of streptococcal ‘tonsillitis among 
them. Prophylactic passive immunization against diph- 
theria, scarlet fever, and measles was of proved value in 
fever and in children’s hosp:tal practice, and Dr. Harries 
advocated the injection of a combined prophylactic dose 
of scarlet fever and diphtheria antitoxins in concentrated 
serum before tonsillectomy in clinics. During the recent 
measles epidemic in London he had, by the injection on 
admission of this combined prophylactic, succeeded in 
keeping his measles wards virtually clear from cross- 
infection with diphtheria and scarlet fever. Analysis of 
a consecutive series of 943 cases injected with the com- 
bined prophylactic showed a complete absence of anaphy- 
lactic shock and an incidence of late serum rashes in 89 
(9.4 per cent.). Passive immunization of children exposed 
to measles could be successfully carried out, especially if 
attenuation was desired, with either pooled convalescent 
or adult-immune serum. Dr. Harries discussed the 
question of dosage, and gave it as his opinion that 
recent work in the vaccine prophylaxis of whooping- 
cough promised well. 

Dr. C. W. Hutt said that the cost of immunization 
was far less than that of the nursing and treatment of 
cases. The process was almost painless, and in children 
reactions were rare. In the U.S.A. and Canada diphtheria 
immunization was an ordinary event in a child’s life, and 
Canadians considered us very backward in this respect. 
In Birmingham, however, 70,000 children had been im- 
munized ; in Manchester, 20,000 ; and in Cork 10,000. 
In England and Wales diphtheria immunization was now 
in progress in 159 sanitary districts, and at least forty 
clinics had been established fer this purpose. Not one 
person in the British Isles had died as the result of 
diphtheria immunization ; for this thanks were chiefly 
due to Dr. O’Brien. If immunization was to make head- 
way, the interest of the general practitioner must be 
secured ; he was wanted to urge parents to have their 
children immunized, or to do it himself. General practi- 


THE SECTIONS: isciseincisied OF PROCEEDINGS 


_ tu THe 
MEDICAL Journan 


tioner schemes were in existence in two or three metro- 
politan boroughs ; a scheme had been put forward by 
Kensington, Hammersmith, and Paddington practitioners, 
and another scheme was being operated for a rural area, 
Dr. Hutt suggested that authoritative information and 
advice should be issued to medical practitioners by a 
representative committee under the aegis of the British 
Medical Association, or actually by a committee of the 
Association comparable with those which had done such 
good work in connexion with mental deficiency and 
psycho-analysis. 

Dr. E. H. T. Nasu (M.O.H., Isleworth) thought that 
too many were under the deplorable delusion that a 
child once immunized would always be immune. Many 
children required six doses for immunization. He was 
actively engaged in a five years’ campaign, the results 
of which, he thought, would be the establishment of 
public confidence. In 5,000 cases of full immunization, 
in which both a preliminary and a final Schick test had 
been made, he had not had a single case of diphtheria. 
Too many authorities were only giving three doses, and 
without Schick testing—a thoroughly unscientific pro- 
cedure. Immunization was easier in a circumscribed com- 
munity ; in the general population immunization against 
measles was at present almost impossible, but the position 
was improving. Dr. J. B. Howetr (M.O.H., Hamme;- 
smith) had inaugurated a campaign against diphtheria 
two years ago in the middle of a severe epidemic. It 
had proved very effective, and was being continued. 
Three immunizations were being given each term to 
children in infant schools. Dr. D. S. SUTHERLAND (Man- 
chester) said that recently all cases entering fever hos- 
pitals had been immunized against diphtheria, and he was 
entirely in favour of it. Only three had returned subse- 
quently with diphtheria, but one of the cases had proved 
fatal. A severe type of diphtheria had recently been 
prevalent in Leeds and Manchester. It was difficult to 
diagnose, resembling quinsy. One case had proved fatal, 
diphtheria bacilli only having been found on culture, and 
antitoxin having been given too late. The President, 
referring to a complaint by Dr. O’Brien of the lack of 
clinical material, thought that this was due to the 
country’s democratic temperament. It was necessary to 
proceed cautiously and to ensure that the technique 
was perfect. It had been claimed that the fall in 
diphtheria mortality in New York had been due to whole- 
sale immunization, but during the same period there had 
been a corresponding fall in London without this. Yet 
it would be criminal not to do everything possible to 
protect circumscribed communities, although the possi- 
bility of wholesale immunization was still lacking. No 
extravagant claims should be made, since they retarded 
progress. 

Dr. O’Brien, replying, retorted that the United States 
claimed to be a democratic community. One great hin- 
drance had been the use of the word ‘‘ compulsory,” an 
unfortunate echo of the days of compulsory vaccination. 
There were no absolute Schick negative and _ positive 
levels, but a host of intermediate stages best represented 
as a curve, which tended to fall in all cases from the 
negative towards the positive as time went on. Most 
immunized cases remained potentially immune, and only 
a few reached the Schick-positive level. There was no 
evidence that the antigen used at present was not opera- 
tive against all types of diphtheria. Great progress had 
been made in virus information. The speaker had been 
agreeably surprised at the abundance of measles serum 
obtained by enthusiastic medical officers of health and 
various organizations, but there was not nearly enough 
yet. 

MODERN SANATORIUM TREATMENT 

In an independent paper, Dr. A. S. McNarty said that 
the present tendency to regard artificial pneumothorax 
treatment as the main remedy for pulmonary tuberculosis 
had adversely affected the progress and improvement of 
ordinary sanatorium treatment. He outlined the various 
grades of treatment, and referred to the possibilities of 
segregation available. He suggested that alternation 


between hospital and sanatorium treatment was most 
desirable, and should be made possible within the limits 
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of a single institution. The principles of modern sana- 
torium treatment comprised: (1) early diagnosis ; (2) 
roper selection of patients for such treatment ; (3) full 
co-ordination between the tuberculosis officer and the sana- 
torium médical superintendent ; (4) observation and hos- 
pital treatment, including collapse therapy ; (5) correct 
co-ordination of hospital and sanatorium treatment ; (6) 
study and treatment of each patient by the sanatorium 
medical superintendent ; (7) proper sanatorium regime ; 
(8) prolonged stay in the sanatorium ; and (9) main- 
tenance of the ex-sanatorium patient under medical super- 
vision for at least five years. If these conditions were 
maintained less would be heard about the failure of 
sanatorium treatment. 

In the ensuing @{scussion Dr. Coates said that sana- 
torium treatment had not had a full and fair trial. The 
war had interrupted the start of the scheme. There had 
been too much undue enthusiasm for it as well as for 
other lines of tuberculosis therapy. It had even been 
expected to cure cases in three months. Hopeless cases 
had been sent in to sanatoria. Dr. CHANDLER added that 
sanatorium treatment was now being improved. Collapse 
therapy was excellent, but tried too frequently. 


SECTION OF RADIOLOGY AND ELECTRO- 
THERAPEUTICS 


Thursday, July 26th 


RADIOLOGY AND THE GENERAL PRACTITIONER 


With Dr. D. D. Mavpas in the chair, Dr. J. H. DouGras 
WessTER, President, opened the discussion on the value of 
radiology as an aid to the general practitioner. 

Radiologists, Dr. Webster said, should be physicians 
practising radiology and not merely technicians. Radio- 
logy had produced more pathognomonic signs than 
centuries of medical observation. Kohler had said that 
radiological signs must always be secondary to clinical 
findings, but Holzknecht, with whom the speaker agreed, 
asserted that the reverse was often the case. Careful 
distinction must be made between good and bad radio- 
logy. Haenisch of Hamburg had said that there could 
be no ‘‘ minor ’’ radiology in the sense that there was 
“minor ’’ surgery, but he (the speaker) doubted this. 
The lay practice of radiology should be made illegal, and 
recent legislation in Germany had been introduced to 
ensure this. Many people argued that the special in- 
struction of students in radiology was unnecessary, but 
he disagreed with this. The claims of radiology should 
be brought more prominently before the medical pro- 
fession and the public; this was being attempted in 
America and Sweden. 

Dr. E. Kaye Le FLEMING (Wimborne) said that, from 
the general practitioner's point of view, radiology had 
made enormous strides since he was a student. The 
lack of personal contact between doctor and radiologist 
was a great loss to both, and written reports did not 
serve the same useful purpose as consultations. That all 
suspected bone injuries should be subjected to x-ray 
examination was a maxim not easy to live up to, mainly 
because of expense. He knew, however, that radiolo- 
gists would be against any suggestion that screening alone 
was sufficient in such cases. He had never felt that there 
was urgent need for alteration in the laws regarding 
sterilization, and he would like to know whether the 
effect of x-ray treatment could be guaranteed. He hoped 
that radium would prove an alternative to the knife in 
carcinoma of the breast. 

Dr. F. G. Woop presented an analysis of 678 cases 
sent to him for radiological investigation. More than half 
were of fractures ; next in order came cases requiring 
examination of the chest, joints, teeth, and urinary 
tract ; and, finally, the barium-meal examination. Radio- 
logy was invaluable in lung and heart conditions, and had 
even been responsible for the discovery of previously 
unsuspected diseases, such as early pneumonia following 
influenza. Lipiodol had revolutionized the radiography 
of the chest, and in pregnancy it could show clearly the 
relation between the size of the foetal head and the 


pelvis. General practitioners could help radiologists by 
enabling them to follow up cases. 

Dr. H. Guy Darin (Birmingham) hoped that the per- 
fection of modern radiological technique would not tend 
to make clinical acumen unnecessary. Radiology was 
a valuable aid to diagnosis, but was sometimes unreliable. 
lt was a great help to the general practitioner in cases of 
suspected fracture, but the legal aspect was, he thought, 
often over-emphasized. X-ray examinations helped in 
the control of cases of arthritis and tuberculous joints, 
and saved many good teeth from unnecessary extraction. 
It was most valuable, perhaps, in conditions of the gall- 
bladder and urinary tract. It was important to have 
a radiological opinion on which one could rely. With 
regard to treatment, Dr. Dain had found x rays of 
great assistance in ringworm and other skin diseases, but 
he was not impressed with the results in exophthalmic 
goitre. He doubted the value of repeated x-ray treat- 
ment after radical mastectomy for carcinoma of the 
breast, and thought that the general practitioner was, 
on the whole, more impressed by the diagnostic than by 
the therapeutic side. 

Dr. W. B. Prowse (Brighton) said that the future of 
radiology was largely in the hands of the general practi- 
tioner, who could educate the public concerning it. 
Unqualified practice should not be allowed, and doctors 
and patients should realize that the radiologist was a 
physician and not merely a technician. The 4#-ray 
‘* picture ’’ loomed so large that the public was apt to 
forget that great skill was required in its interpretation. 
Dr. Le Fleming had stressed the financial difficulties, 
but he thought that radiologists were as accommodating 
as other specialists in this respect. The fees were not 
high when the time and expenses of the radiologist were 
considered. Co-operation among radiologists, and between 
them and the general practitioner, was even more neces- 
sary in therapy than in diagnosis. 

Dr. A. Baxter (Alderley Edge) considered that few 
doctors had time to keep pace with advances in specialties 
such as radiology, and it was necessary for the practi- 
tioner to co-operate closely with the radiologist. In cases 
of hyperthyroidism in which operation was _ contra- 
indicated he had found x-ray treatment valuable. In 
advanced carcinoma of the breast it often saved the 
patient the misery of fungation through the skin. Radio- 
logical treatment was the method of choice in steriliza- 
tion and in production of an artificial menopause. 

Dr. G. B. Batten stated that, after forty-eight years 
as a general practitioner, he had come to the conclusion 
that good films were of no use unless interpretation by 
a highly experienced person could be secured. The late 
Dr. Stanley Melville had insisted on the value of attend- 
ing post-mortem examinations on cases which had passed 
through the hands of the radiologist, and he concurred 
in this. He did not agree that students should be taught 
details of radiological technique ; the result would be 
that they would regard themselves as radiologists when 
they had had no experience at all. The general practi- 
tioner should be told more clearly what radiology could do. 

Mr. D. H. Krrcurn (Barrister-at-Law) said that a doctor 
defending an action for negligent treatment of a fracture 
had little chance of succeeding unless he could show the 
jury an x-ray picture of the injured part or else written 
instructions from the patient that he did not wish an 
x-ray examination to be made. This state of affairs was, 
he said, an expression of the idea suggested by a previous 
speaker, that the x-ray film was a picture of the disease. 
Nevertheless, Dr. Dain had himself suggested, by implica- 
tion, that this attitude was not altogether unreasonable, 
in pointing out that many fractures were easily mistaken 
for sprains. Although a doctor might treat these condi- 
tions with equal care, yet if he had to admit that he had 
confused them the jury might not believe that he had 
done his best if he had not had the injury radiographed. 
Now that such cases were being more frequently tried by 
a judge alone, under the New Procedure, the necessity 
for a radiogram might not be so urgent, as a judge had 
more appreciation of the true function of radiology. 

Dr. J. F. Bramsrorp (Birmingham) maintained that 
students should be instructed about radiographic appear- 
ances. He had no objection to the unqualified radio- 
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grapher as long as it was realized that interpretation 
of the film was the most important thing. Fees could 
only be reduced by making less thorough examinations, 
and he was against contract work for this reason. He 
thought that clinical investigation was being neglected. 
Nevertheless the general practitioner could not afford to 


ignore positive radiological findings, even if clinical 
evidence was wanting. Dr. Roy Warp claimed that 


early diagnosis was the most important single factor in 
the treatment of malignant disease, and here the radio- 
therapist was in the hands of the general practitioner. 
Radium was advantageous in the treatment of menor- 
rhagia, in that it was as certain as x rays, and the 
administration of an anaesthetic made thorough examina- 
tion possible. Although radium was invaluable in in- 
operable cases of carcinoma of the breast, the position 
with regard to operable cases was not yet certain. 
Radium certainly relieved surgeons from the responsi- 
bility of performing useless operations in hopeless cases. 
Dr. C. H. C. Daron (Ipswich) considered that education 
of the student as to what could be done by radiology 
should be thorough, and that every radiological specialist 
should spend a year in general practice before specializing. 
Dr. Kircuin disagreed with Dr. Dain that the treatment 
of a sprain and of a fracture without displacement was the 
same. An x-ray picture should always be taken, and 
the legal aspect of the problem was very important. He 
suggested the use of paper films as a means of reducing 
expense. Dr. S. L. MuckLtow (Cheltenham) said that he 
always encouraged the practitioner to see the film with 
him, and there was, he thought, need for such co-opera- 
tion. He had found x-ray treatment admirable for warts 
on the feet and hands. Dr. Le FLEMING pointed out the 
difficulties of adding further courses of instruction to 
an already full medical curriculum. He thought all 
specialists should have had experience of general practice. 
In pulmonary tuberculosis not only was radiological exam- 
ination invaluable, but patients would often not submit 
to treatment without it. He had littlé faith in the radio- 
logical diagnosis of appendicitis, but films were useful 
in persuading patients to undergo appendicectomy. 

Dr. DouGcLas WEBSTER, in reply, expressed the Section’s 
indebtedness to Dr. Le Fleming for his paper. He thought 
that reliance on screening alone in fracture cases was 
dangerous. There was no risk of skin burns in the 
modern x-ray treatment of exophthalmic goitre. He had 
treated 200 cases without having this complication, and 
had recently treated several patients by daily applications 
for a week in order to shorten the treatment period. He 
agreed with Dr. Roy Ward about the importance of 
early diagnosis in malignant disease. In New York many 
insurance companies reduced premiums if the insured 
person consented to bi-annual examination. Some early 
cases must be discovered by this means. X rays were 
better than radon seeds in the treatment of extensive 
carcinoma of the breast. 


The Section of Radiology and Electrotherapeutics held 
a demonstration on every afternoon of the meeting, in 
which slides were shown of cases in further illustration 
of the subject-matter of the morning discussion. The 
demonstration of these cases was followed by much inter- 
esting and valuable informal discussion. The following is 
a list of the subjects and demonstrators: Practical electro- 
therapeutics, Dr. W. J. Turrell, Oxford ; genito-urinary 
cases, Dr. Dalton, Ipswich ; cases of general interest 
where diagnosis has proved difficult, Dr. B. Grellier, 
Hastings, and Dr. D. Webster, London (the latter demon- 
strating cases of Dr. F. G. Nicholas) ; stomach and 
duodenal cases, Dr. Craig Mooney, Piymouth, Dr. Beatrice 
Collins, Richmond, Dr. C. H. Dalton, Ipswich, Dr. D. 
Webster (for Dr. F. G. Nicholas), and Dr. Payne, 
Leicester. Special mention must be made of Dr. Turreli’s 
ingenious device for the regulation of current ; of Dr. 
Dalton’s cases showing the power of recovery of a kidney 
after the removal of calculi ; of Dr. Nicholas’s case of 


Cooley's anaemia, never before shown in this country ; 
and of Dr. Grellier’s case of cutaneous xanthoma showing 
changes in the vertebral column. 


FOODS, FADS, AND FASHIONS 
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LECTURE: FOODS, FADS, 
AND FASHIONS 


The Popular Lecture in connexion with the Annual Meet- 
ing was given on July 27th at the Municipal College, 
Bournemouth, by Professor V. H. Morrram, professor 
of physiology in the University cf London, whose sub- 
ject was ‘‘ Food, Fads, and Fashions.’’ Mr. H, §, 
SouTrar, Chairman of the Representative Body, pre- 
sided over a crowded audience. 


Professor Mottram quoted from Stefansson’s The 
Friendly Arctic: ‘‘ There is no field of human thought 
where sentiment and prejudice take the place of sound 
knowledge and logical thinking so completely as in 
dictetics.’’ The arboreal ancestors of the human race at 
some period descended from the trees and took to the 
land, and then discovered that, in addition to insects and 
lizards, and perhaps small birds, the larger animals were 
worth eating. The first age of man was that of a hunter, 
living on an entirely meat diet. At a later stage he dis- 
covered that he could tame animals, like the goat and 
cow, and live on the milk or on the cheese made from 
the milk. Finally he took to agriculture, and consumed 
cereals and vegetables. He survived these tremendous 
changes, though probably with difficulty. The lecturer 
wondered whether the medicine men in those distant ages 
noted any increase in caries when man began on a cereal 
diet. When the Romans invaded Ancient Britain they 
brought their food fashions with them. What was the 
reaction of the natives ? Did they, in A.p. 134, cr 
thereabouts, convene a conference on the sandcliffs a 
little to the east of the Isle of Purbeck, to which came 
the Belgae from the Isle of Wight and Hampshire, the 
Durotriges from Dorset, the Iceni from East Anglia, the 
Cantii from Kent and Sussex, even the Picts and Scots 
from the North, and invite a person interested in dietetics 
to tell them that all these food fashions did not matter ? 


Dietetic History 


That was conjecture, but in historic times food fashions 
had been changing in the strangest way. There was a 
delightful picture in the Canterbury Tales of a poor per- 
son's diet—the widow in the Priest’s Tale, who practised 
simple diet, exercise, and a contented mind. She drank 
neither red nor white wine, her food was mainly black 
and white bread, broiled bacon, and an egg or two. Did 
she in the late spring ever have incipient scurvy ? 
Probably not, for she took plenty of unpasteurized milk. 
(The lecturer hastened to add that he was not against 
the pasteurization of milk, but strongly in favour of it 
in present conditions.) 

Some people sighed for the great days of Elizabeth. 
No one would want to live in her day if he understood 
what they had to eat. Sugar then, at present prices, 
cost a sovereign a pound, and only people like the Queen 
herself could afford it. Too much sugar was said to have 
caused the blackness of her teeth. Potatces in those days 
were a curiosity. Ambassador Page said that the English 
had many vegetables, most of them cabbage. In those 
days cabbage was newly introduced, as was the French 
bean. The plum, cherry, and quince were new importa- 
tions. There was no coffee, tea, or cocoa. Beer or, if 
one was better off, wine was drunk for breakfast. Beer- 
drinking at breakfast, according to a recent newspaper 
correspondence, continued until the seventies of the last 
century in Oxford, that home of lost causes. 

In one’s own time, Professor Mottram continued, diet 
had undergone many changes. In his own boyhood the 
tomato was just beginning to make its way ; the banana 
had hardly appeared ; grape fruit, now familiar on the 
breakfast table, came in about 1900. Before the war a 
certain commodity was only discoverable in German shops, 
but now every shop which supplied pig products furnished 
the liver sausage—he was sometimes inclined to think 
it was the only good thing which had come out of the 
war. Trozen mutton and chilled beef had come in since 


cha 
but 
= for 
Th 
wit 
sta 
| 
sai 
i ! 
| 
| 
aris 
| | ap] 
| ma 
| 
| Ev 
| one 
| 
} wa 
He 
| | cril 
| 
| In 
an 
| ste 
| | the 
| the 
| ex] 
| lar 
| lar: 
onl 
| ha 
| for 
| bes 
the 
inn 
ap 
un 
| bor 
| Fri 
) ] 
Th 
j tio 
bec 
| tor 
| du 
Syl 
| to 
| ve; 
| des 
cat 
thi 
pre 
foc 
Sol 
H we 
| Bu 
| ha 
| | an 
| | th 
a 
| ne¢ 
| un 
| wh 
| ha 
| i. ow 
| me 
| cri 
| sus 
| gre 
| hu 
she 
| let 
bre 


FOODS, FADS, AND FASHIONS 


Tue Britis# 
Mapica JOURNAL 277 


the childhood of many of those present, as had canned 
foods, the canning industry starting about 1870. These 
changes were partly due to better and quicker transport, 
put also to standardization of food products. Butter, 
for example, was made in larger and larger factories. 
The cream from which it was made was soured always 
with the same type of bacteria, and so the taste was 
standardized. People who had been accustomed to New 
Zealand butter and were suddenly switched over to Dorset 
said that they did not like the flavour. 

A great refinement of food had taken place, particularly 
in sugar and flour ; the former was now practically 100 
per cent. pure. A great deal of food sophistication had 
arisen. In a physico-psychological laboratory, when an 
apparatus for matching colours was desired, resort was 
made to a tintometer used by the brewers to ensure that 
a particular brand of beer was always of the same colour. 
Even the best jam, with the exception of the products of 
one or two makers, was very sophisticated, containing a 
good ‘deal of glucose, and a good deal of fruit juice which 
was not from the fruit after which the jam.was named. 
He wondered whether, as a result of standardization, dis- 
crimination in food was being lost. 


MopERN Foop Hasits 


Some curious mixtures of food were often consumed. 
In the States he saw a person eating sausages with waffles 
and golden syrup, and in Germany gooseberry jam with 
stewed beef, though people who had red currant jelly with 
their mutton had no right to make a remark, any more 
than the Englishman who favoured putrid cheese should 
express disgust at the diet of the Eskimo, which was 
largely putrid meat. Such cheese, by the way, had now 
largely disappeared from country inns, and was found 
only in West End clubs. The order and times of meals 
had also changed. At the coronation feast of William IV, 
for example, the courses, which had no particular order, 
began carly in the afternoon, and went on for most of 
the remainder of the day. Afternoon tea was a modern 
innovation. From the biography of Fanny Kemble it 
appeared to have arisen about the fifties or ’sixties, when, 
under whispers of secrecy, tea was served in the lady’s 
boudoir. The custom was now making its way with the 
French. 

Practically every change of fashion had its reaction. 
There were always people who said that a new introduc- 
tion was producing some horrible disease. Cancer had 
been ascribed to bread made from white flour, also to 
tomatoes, for no better reason than that since the intro- 
duction of tomatoes the cancer rate had gone up. He 
sympathized with the moral objection of the vegetarian 
to meat, though a psycho-analyst friend assured him that 
vegetarianism was due to the repression of cannabalistic 
desire. But meat was attacked on other grounds, as 
causing cancer, although in Australia, where they ate 
three times as much meat as we did, cancer was less 
prevalent than here. A new attitude of mind was that 
foods should not be mixed. ‘““ Ouida,’’ a novelist of 
some vogue in Victorian times, pointed out that animals 
never mixed their foods. Nor did they, but if their foods 
were mixed for them, he had never seen an animal refuse. 
But it was now once again being said that one should 
have only starch or sugar foods at one meal, fat at another, 
and so on—a wholly irrational idea. He had no doubt 
that there would soon be a chivalrous war upon vitamins. 

Professor Mottram told his audience how to distinguish 
a fad from a fashion. <A fashion became a fad when it 
needed emotion to defend it. Sometimes there was an 
unctuous rectitude about the faddist. He knew exactly 
what food it was within the last twenty-four hours that 
had disagreed with bim, though Francis Bacon pointed 
out that it would take an enormous amount of experi- 
mentation before a particular mince-pie could be in- 
criminated. The lecturer was sometimes called in to 
suggest an economic diet for a family, and when a wife 
greeted one of his suggestions with the remark that her 
husband would not eat that, he knew perfectly well that 
she would not eat it either! Professor Mottram himself 
let emotion creep in when he went on to denounce the 
brown bread fanatics, the anti-starch, anti-sugar, and 


anti-acid fanatics, the anti-meat fanatics, the anti-purine- 
bodies fanatics, the intestinal toxaemia fanatics, the 
roughage fanatics, the slimming craze, and the so-called 
nature cure. The only food fad he did not denounce was 
the fad of having no food fads at all. 


PRESENT-DAY NEEDS 


The great need of to-day was more mass research into 
the problems of diet. Boys entering a well-known public 
school, for instance, compared with boys entering elemen- 
tary schools, were from 1} to 2 inches taller and from 
7 to 11 pounds heavier, and it was suspected that the 
difference was largely due~to food. The difficulties in 
research were the cost, and also the fact that man, with 
his complex psychology, was the worst research animal 
in the world, his psychological reactions towards food 
being almost as strong and disturbing as towards sex. 
Auto-suggestion explained the vogue of many patent 
medicines and patent foods. Most of the symptoms which 
arose from stasis of the colon were psychological and not 
chemical at all. Anything that removed that stasis gave 
a sense of well-being, and the individual, feeling better, 
went on taking the patent food or patent medicine until 
a vicious circle was created. Commercial firms had 
scientific men in their employment who seized on the 
latest discoveries in dietetics and exploited them. He 
spoke of the enormous amount of advertisement space 
occupied by patent foods in all classes of periodicals. 

The British Medical Association, which had done a 
useful service with regard to secret remedies, might do 
yet more with regard to patent foods. One food which 
was brought to him by a nurse for investigation was 
advised for babies from birth, but as far as could be 
analysed it consisted almost entirely of starch and cane 
sugar, and if any baby throve on that food it did so on 
the milk with which the food had to be made up. There 
ought to be analysis of all patent foods, and an insistence 
on an accurate description of them in advertisements. 

Another need was for trained dietitians in every hos- 
pital of reasonable size—so far there were only a paltry 
half-dozen of them—a good deal of whose work should 
lie in the out-patient department. They should also 
have the opportunity of instructing medical students in 
dietetics. Post-graduate courses in the subject were 


desirable, also a general elementary instruction of the- 


public through the B.B.C., health visitors, sanitary in- 
spectors, district nurses, and teachers. What was good 
enough for our grandparents to eat was not perhaps good 
enough for us, because in the meantime, though called 
by the same name, it had become something entirely 
different. University centres for the training of teachers 
in dietetics were desirable. The principles of dietetics, 
so far as that subject had become a science, were very 
simple: that a mixed diet was essential, which mixed 
diet must contain first of all dairy food—milk, butter, 
cheese, and eggs—secondly, market garden produce— 
salads, green vegetables—and, thirdly, food from the sea. 
There were no fads in diet, and only one fashion should 
be allowed, namely, to eat a mixed diet. 

A hearty vote of thanks was accorded to Professor 
Mottram on the motion of Dr. W. AsTEN. 


At the last general meeting of the International Asso- 
ciation for the Prevention of Blindness and of the Inter- 
national Organization against Trachoma, held in Paris, 
with Professor de Lapersonne in the chair, reports on 
various aspects of the trachoma problem were presented, 
and these have now been issued in pamphlet form (Impri- 
merie Alenconnaise, Rue des Marcheries, Alengon). The 
principal contribution is a survey by Mr. A. F. MacCallan, 
F.R.C.S., of trachoma in the British Colonial Empire, 
its relation to blindness, work of relief, and preventive 
action. The address given by Profesor Emile de Grosz 
of Budapest on that occasion is published as a separate 
leaflet by the Royal Hungarian Press. On behalf of the 
American Ophthalmologicat Society and other parties the 
Downer medal was presented to Professor de Lapersonne 
for his outstanding work in ophthalmology and the 
prevention of blindness. 
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MR. HOLMES AND DR. WATSON 


[ 1886-1934] 


When Arthur Conan Doyle was a medical student at 
Edinburgh in the late ‘seventies he came under the in- 
fluence of Joseph Bell, surgeon to the Royal Infirmary, 
whose gift of quick perception and rapid reasoning from 
small observations he turned to good account later. In 
1886, when practising obscurely at Southsea, Conan Doyle 
hit on the idea of an amateur detective who should apply 
the methods of Joseph Bell to the unravelling of mysteries, 
with a sort of medical Boswell as foil and showman. Thus 
arose Mr. Sherlock Holmes, Dr. Watson, and A Study in 
Scarlet. Conan Doyle then came to London in the hope 
of making a name in ophthalmology, but no patients 
knocked at the door of the house in Montagu Street, 
Portman Square, and he filled his time by writing further 
adventures of Sherlock Holmes for the Sivand Magazine. 
Now, forty-eight years after his creation, and four years 
after the death of his creator, Sherlock Holmes, with the 
lovable but absurd Watson, has passed into the realm of 
historical figures ; in the minds of millions of people they 
are far more real than many of their living acquaintances. 
‘“ His methods, his life, the documents in which his 
career is related, his friend and biographer, Dr. Watson, 
have all been investigated and made the topic of mock- 
scientific hypotheses.’’ The game still goes on, and we 
are privileged to publish below a report of the inaugural 
meeting of the Sherlock Holmes Society. Appropriately 
enough, in view of all the circumstances—Joseph Bell and 
Conan Doyle were medical graduates of Edinburgh, John H. 
Watson had been a house-surgeon at Bart’s, and met 
Sherlock Holmes there—the company included two mem- 
bers of the medical profession. We are glad to recall, too, 
that Dr. Watson was a regular reader of the British 
Medical Journal. 


THE SHERLOCK HOLMES. SOCIETY 


The first dinner of the Society was held on the evening of 
Derby Day, Wednesday, June 6th, 1934, at Canuto’s Restaurant 
in Baker Street. The following members were present: Dr. 
H. R. L. Sheppard, C.H. the chair), Mr. Ivor Back, 
F.R.C.S., Mr. E. M. Behrens, Mr. H. W. Bell, Mr. Anthony 
Berkeley, Miss Winifred Blazey, Mr. Denis Browne, F.R.C.S., 
Mr. C. M. Giveen, Mr. R. I. Gunn, Mr. Gerald Hopkins, 
Miss lanthe Jerrold, Mr. Gerald Kelly, R.A., Miss Gladys 
Mitchell, Mr. F. V. Morley, Mr. Stanley Morrison, Mr. E. BR, 
Punshon, Mr. S. C. Roberts, Miss Dorothy Sayers, Miss Helen 
Simpson, Mr. Dominick Spring-Rice, Captain A. E. W. 
Thomas, D.S.O., M.C., Mr. Richard Heron Ward, Mr. K, 
Hobson, and Mr. A. G. Macdonell (hon. secretary). <A genial 
note of welcome was struck by placing in front of each 
member a copy of Mr. Roberts’s masterly study of Dr. 
Watson. 

Two members arrived, it is understood, in a hansom cab, 
and two at least drank Beaune because it was Dr. Watson’s 
choice on a notable occasion. At the close of dinner a happy 
inspiration of Mr. Kelly’s led to the appearance of a dish with 
a large metal cover, the removal of which by the Chairman, 
temporarily inveigled into the role of ‘‘ Tadpole ’’ Phelps, 
disclosed a facsimile of the Naval Treaty. This was followed 
by the presentation to the Chairman of copper beech leaves 
and orange pips by Miss Simpson and of an ear-flapped travel- 
ling cap by Mr. Spring-Rice. These unexpected and ingenious 
touches of local colour put the company in the best of humour, 
and served as an admirable introduction to the business of the 
evening. 

The proceedings were opened by Mr. Macponei_t, who won 
unanimous approval for his proposal that the Society should 
elect Dr. Sheppard its President in recognition of his services 
in forcibly resuscitating Sherlock Holmes. (Later in the even- 
ing the President described the exact nature of the pressure 
which he and two friends applied to Sir A. Conan Doyle for 
this purpose during an I Zingari tour.) Mr. Macdonell then 


referred to various messages of greeting which he had received 
from, among others, Mr. Vincent Starrett and Mr. Desmond 
MacCarthy, and read extracts from a letter written by Mr. 
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T. S. Blakeney from a town in Southern India, which 
must, as several members eagerly exclaimed, have been 
Pondicherry. 

Mr. Ivor Back was then asked to speak on Dr, Watson's 
medical qualifications, and responded by reading a letter which 
he had recently received from him. It appears that the 
doctor is now eighty-two years of age, but still has a few 
patients, one of whom, suffering from the loss of a big toe, he 
proposed to send to Mr. Back for examination. Advancing 
years, however, have shaken Dr. Watson’s confidence in his 
professional powers, and he frankly admitted to his corre. 
spondent that he felt that he was now an even greater danger 
to the public than when he recommended strychnine in large 
doses as a sedative. 

Mr. Mortey then rose to read a cryptic telegram of greeting 
to the Society from the Gasogene of the Baker Street Irregulars, 
He explained that the latter are a body of enthusiasts estab- 
lished in New York, and that the Gasogene is their chief 
officer, the other two being the Tantalus and the Com- 
missionaire. The Society's interest in its American counter- 
part was increased by the extracts which Mr. Morley read 
from the Irregulars’ highly original constitution, while his 
eloquent plea for a memorial plaque in Baker Street, or, if 
this should re-kindle the fires ot controversy, in Montagu 
Street, obviously appealed strongly to his fellow members’ 
sense of fitness. 

A reference by Mr. Morley to the unsolved problem of how 
two, or possibly three, Moriarty brothers each came to bear 
the name of James gave Mr. Grratp KELLy his cue for a 
brilliant diatribe on the subject of Moriarty’s Greuze. He 
challenged Holmes’s argument that the acquisition of a picture 
by this artist presupposed an income far in excess of a pro- 
fessorial stipend: the Vernet blood in his veins may well have 
caused Holmes to set a misplaced value on Greuze’s work, 
Alternatively, why should not ‘‘ La Jeune Fille a l’Agnew”’ 
have been a liability inherited by Moriarty from his father, 
whose unimaginative choice of names for his sons_ reveaied 
him as a man of indifferent taste? Or again, might not 
Holmes himself have planted the work on his arch-enemy 
with the deliberate aim of undermining his moral? 

Mr. Roperts and Mr. Sprinc-Rice continued the discussion, 
the latter drawing attention to the curious incident of the 
train which left Winchester and arrived at Victoria after the 
race for the Wessex Cup. Mr. Bett propounded an ingenious 
theory that, notwithstanding Holmes’s descent from country 
squires, his familiarity with London dated from early days ; 
the evidence being that the thoroughfare which he identified 
as Robert Street in 1886 had for a number of years previously 
been renamed Robsart Street. 

Miss Savers then proceeded to improve on Mr. Morley’s 
proposal by asking why, if mere creatures of the imagination, 
like Peter Pan, are to be commemorated with statues, this 
honour should be withheld from national figures such ag 
Sherlock Holmes and Dr. Watson. Nay more, let members 
consider the claims of Mrs. Hudson, that paragon of Jand- 
ladies, whom Baker Street Irregulars could not dismay nor 
thoughts of vanished tidiness betray. Does not she, the 
Happy Warrior of below-stairs, whom every kitchen-maid 
should wish to be, deserve a statue if anyone does? 

So far Miss Sayers was on safe ground, but her next 
excursion landed her in a heated controversy. An incautious 
reference to Cambridge as Holmes’s university brought Mr, 
MacponetL_ to his feet with the indignant rejoinder that 
anyone who meant to study the exact sciences must have 
chosen Edinburgh. Miss Sayers replied with spirit, citing 
chapter and verse in support of her view, but Mr, Macdoneil 
remained unconvinced. Meanwhile the champions of Oxford 
discreetly bowed their heads before the storm. 

Discussion of two questions of future policy concluded this 
first and highly successful meeting of the Society. One was 
concerned with its form of government, and on this point 
Mr. Macdonell advocated an autocratic Soviet, of preferably 
one person, to deal with such questions as the number and 
election of members, and disarmed criticism by proposing 
himself as the Soviet. That this proposal was entirely to the 
taste of his fellow members was evident from the way 1 
which they endorsed Mr. Back’s thanks to the Honorary 
Secretary for his previous labours on their behalf. 

The remaining question was that of future meetings of the 
Society. It was agreed that not more than two dinners should 
be held each year, and that the choice of Derby Night for 
one of them could not be improved upon. Mr. Back’s plea 
for the anniversaries of Holmes’s and Watson’s birthdays 
would have gained more support but for the total lack of 
evidence as to when these anniversaries fall. Ultimately it 
was decided that the second dinner should be held in 
November. This, it was generally conceded, would give the 
Society the best chance of meeting in a thick yellow fog, 
or, failing that, in a high autumnal wind. Ric 
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Scotland 


Central Midwives Board 


The examinations of the Central Midwives Board for 
Scotland, held simultaneously in Edinburgh, Glasgow, 
Dundee, and Aberdeen, have just concluded, with the 
following results : 

Out of 164 candidates who appeared for the examina- 
tion, 140 passed. Of the successful candidates twenty- 
seven were trained at the Royal Maternity Hospital, 
Edinburgh ; fourteen at the Elsie Inglis Memorial Hospital, 
Edinburgh ; thirty-five at the Royal Maternity Hospital, 
Glasgow ; nine at Stobhill General Hospital ; two at the 
Eastern District Hospital ; four at the Western District 
Hospital ; nine at the Govan Maternity Hospital ; eleven 
at Bellshill Maternity Hospital; two at Motherwell 
Maternity Hospital ; two at Barshaw Maternity Hospital, 
Paisley ; nine at the Maternity Hospital, Aberdeen ; nine 
at the maternity department, Royal Infirmary, Dundee ; 
five at the maternity department, Royal Infirmary, Perth ; 
and the remainder at various recognized institutions. 


Environment as a Cause of Mental Deficiency 


The annual report of Dr. W. D. Chambers, physician- 
superintendent of James Murray’s Royal Asylum, Perth, 
shows that on April Ist, 1933, there were 180 patients 
on the register, and that during the year 107 patients 
were admitted, of whom seventy-six were voluntary. 
The number of discharges included seventy-two patients 
recovered or relieved, nine unimproved, and eighteen 
deaths, leaving 188 patients on the register at the end 
of the year. The number treated during the year was 
287. The report states that in recent years too many 
loose but dogmatic assertions have been made concern- 
ing the spread of mental deficiency and the decline in 
the mental and physical health of the population. There 
is still a widely held conviction that mental disorders are 
mainly due to faulty heredity to the exclusion of other 
causes, but as time goes on there is less and less excuse 
for hasty and ill-founded conclusions. Although there 
have been observations on the occurrence of mental dis. 
order or defect in succeeding generations of certain 
families, little attention has been given to the number, 
quality, social value, and ability to survive among the 
healthy members of those families. The report of the 
Mental Deficiency Commission in 1929 recorded an inci- 
dence of mental defect in England and Wales of 8 per 
1,000, but the Commission was unable to obtain evidence 
that the number of defectives was any greater than in 
previous generations. The Departmental Committee on 
Sterilization in 1934 found no evidence that mental defi- 
ciency was increasing at any notable rate. The difficulty 
in determining the cause of defect in any given case 
is to assess the comparative value of inheritance and cf 
environment. Environment is apt to be regarded in too 
narrow and restricted a sense. Children brought up in 
circumstances of poverty, hardship, and inefficiency might 
with a perfect genetic inheritance grow up to be burdens 
on the community. On the other hand, persons from 
an obviously bad and weak stock might have an easy 
passage through life, escaping severe mental and physical 
strain. The effects of environment are usually given due 
weight in the case of psychotic breakdown in adult life, 
but their equal importance in cases of mental defect 
appearing in early years is only now becoming realized. 
At least one-quarter of all cases of mental defect are 
wholly environmental. Definite knowledge concerning the 
inheritance of mental disability is at the present time 
scanty, and could not possibly justify interference in any 
general way in social, political, or racial problems. Those 


who urgently demaral sterilization on a large scale must 
themselves be suspected of pretentious or even sadistic 
tendencies. Referring to the necessity for early treatment 
of mental illness, the report states that patients who 
suffer a mental breakdown will probably respond to 
immediate treatment by complete recovery, and in any 
case the proportion that can be restored to moderate 
health by investigation and treatment at an early stage 
is highly satisfactory. The case most likely to be neglected 
is that of the patient suffering from depression, who 
is apt to be allowed to drift until prospects of good 
recovery are greatly impaired. Such patients show little 
disorder of conduct, and the reServe associated with their 
condition is apt to conceal the severe disorder that is 
frequently present. 


Ireland 


Milk Bill (Irish Free State) 


The text of the Milk Bill, already read a first time 
in the Dail, has been published. The Bill is entitled 
“an Act to make further and better provision in relation 
to the production and sale of milk with a view to im- 
proving the standards of purity and wholesomeness 
thereof.’’ Part III, Section 23, provides that this part 
of the Act applies to (a) each of the following diseases— 
namely, tuberculosis, typhoid fever, paratyphoid fever, 
diphtheria, membranous croup, scarlatina ; and (b) every 
other disease which may from time to time be declared 
by an Order for the time being in force made under the 
section to be a disease to which Part III of the Act 
applies. The Minister may also from time to time, by 
Order made under this section, declare any disease (being 
a disease which in the opinion of the Minister is likely 
to be caused by any infected or contaminated milk) to 
be a disease to which Part III of the Act applies. 
Section 24 (1) is concerned with the stoppage of supplies 
of milk likely to cause disease, and provides that if the 
medical officer of a sanitary district has reason to suspect 
that any disease to which this part of this Act applies is 
caused, or likely to be caused, by the consumption of any 
milk which is being exposed or kept for sale within such 
sanitary district, he shall ascertain the location of the 
dairy in which the animal or animals from which such 
milk was obtained is or are kept, and thereupon the 
following provisions shall have effect: (a) if such dairy 
is within such sanitary district he shall examine the dairy, 
and, if he thinks fit, any person engaged in the service 
thereof, or who may be resident in any premises where 
any person employed in such dairy may reside, and shall 
if necessary require the veterinary inspector to accom- 
pany him and to examine the animals therein ; and 
(b) if such dairy is situate in another sanitary district, 
he shall forthwith serve by post on the medical officer 
of such other sanitary district a notice of the facts of the 
case and the location of such dairy. Thereupon, the 
medical officer of such other sanitary district shall do the 
following things: (1) (i) He shall examine the dairy, and, 
if he thinks fit, any person engaged in the service thereof, 
or resident in the dairy, or who may be resident in any 
premises where any person employed in such dairy may 
reside, and shall, if necessary, require the veterinary 
inspector to accompany him and to examine the animals 
therein ; and (ii) he shall report to the sanitary authority 
whose medical officer he *- 1d to the medical officer by 
whom such notice was ed, the result of such exam- 
ination and any action .aken by him under the next 
following subsection. (Z) If the medical officer of a 
sanitary district, who has in pursuance of the immediately 
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preceding subsection examined a dairy, is satisfied as the 
result of such examination that any disease to which this 
part of the Act applies is caused or is likely to be caused 
by the consumption of milk supplied from such dairy, he 
may make an Order (in this section referred to as a 
Prohibition Order) prohibiting the dairyman, either abso- 
lutely or unless such conditions as such medical officer 
may think fit to insert in such Order are complied with, 
from selling any milk from such dairy or from any 
particular animal or animals therein so long as such Order 
is in force. In boroughs and county health areas where 
there are no whole-time medical officers of health, pro- 
vision is made for the discharge of their duties by dis- 
pensary doctors in their capacity of medical officers of 
health in their districts. Section 28 provides for the pro- 
hibition of the sale of milk from cows suffering from the 
following diseases: tuberculosis of the udder, any tuber 
culous condition of the uterus, any form of tuberculosis 
in which tubercle bacilli are excreted, any septic condi- 
tion of the uterus, acute mastitis, chronic mastitis, actino- 
mycosis of the udder, anthrax, foot-and-mouth disease, 
suppuration of the udder, retained placenta, and every 
other disease which may from time to time be declared 
by an Order for the time being in force made under this 
section to be a disease to which this part of this Act 
applies. The Minister may from time to time by Order 
made under this section (a) declare any disease affecting 
cows to be a disease to which this part of this Act 
applies, (6) revoke any Order previously made by him 
under this section. Section 30 makes provision for the 
appointment of bacteriological examiners, but does not 
define their qualifications. 


Tuberculosis in Belfast 


In his report as Chief Tuberculosis Officer of the county 
borough of Belfast for 1933, Dr. Andrew Trimble shows 
that there has been a reduction of more than 59 per cent. 
in the death rate in the last fifteen years. He believes 
that the course of the disease is becoming more chronic 
and its type more fibrotic, which may explain the 
lengthening period now observed between the beginning 
of the disease and death. Whereas in 1915, 150 women 
were found suffering from pulmonary tuberculosis in pro- 
portion to 100 men, the figure in 1933 had fallen to 103. 
In 1915 there were 144 female deaths for every 100 male 
deaths ; in 1933 the female figure had fallen to 92. 
Dr. Trimble suggests that Ireland is passing through a 
phase of relative sex incidence like that observed in 
England thirty years ago, and that Ireland will also pass 
through the same cycle in respect of the death rate later 
on. Of the 1,164 new patients examined in 1933 no 
fewer than 410 (35.6 per cent.) had had a definite oppor- 
tunity of infection through contact with tuberculous 
patients. In the remainder also there was a strong likeli- 
hood of similar though unrecognized contact w:th sources 
of infection. Dr. Trimble insists that improvement of 
the living conditions of the people, especially in regard 
to the isolation and nursing of a tuberculous patient, is 
one of the most important factors in the tuberculosis 
campaign. He believes that the offensive habit of spitting 
in the streets and public conveyances is on the increase, 
and pleads for more general action against it. He has 
found the sedimentation test and blood cell assessment 
of great help in prognosis and the guidance of treatment. 
An interesting follow-up has been begun of patients whose 
sputum contains albumin or albumose without tubercle 
bacilli. There is great need of increased institutional 
accommodation for tuberculous patients. Patients have 


overflowed from the municipal sanatorium into Belfast 
Infirmary, but still the waiting list grows steadily. It 
is hoped that expans‘on of the Graymount Hospital for 
Tuberculous Children will be well under way before the 
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end of the current year. The scheme will provide accom-. 


modation for about 100 more children immediately, and 
for about 150 ultimately, suffering from the non-pulmon- 
ary (including the hilar) forms of tuberculosis. In over 
80 per cent. of the children discharged last year the 
disease had been cured without any resulting physical 
abnormality. The Graymount Open-air School, working 
under very restricted and make-shift concitions, is proving 
nevertheless exceedingly valuable in the prevention of 
tuberculosis among child contacts. An appeal is made 
for a new school with modern equipment, and it is urged 
that many weakly children would benefit greatly by being 
taught at open-air schools, where the midday rest and 
proper food might ensure their grow:ng up to be sturdy 
and healthy adults. Commenting on late notification of 
tuberculosis, Dr. Trimble incriminates mainly the delay 
before the patient will apply for medical advice. In this 
way this disease presents problems in prevention and cure 
unknown in almost any other realm of medicine. The 
demand for Grade A (T.T.) milk is steadily increasing 
in Belfast. 
Poor Law Medical Officers 


A comprehensive agenda was considered at a recent, 
meeting of the Poor Law Medical Committee, appointed 
by the Irish Medical Committee to make a report to the 
General Council of Medical Associations. Dr. P. O’Dowd, 
T.D., was in the chair, and Dr. T. P. McDonnell, Athlone, 
was appointed secretary. Dr. T. F. Armstrong of Ferns, 
Wexford, and Dr. D. F. McCarthy also attended ; Dr. 
A. D. Courtney and Dr. Raverty, Bray, sent apologies 
for absence. Dr. Falvey, Dublin, who was unable to be 
present, submitted a number of important questions for 
consideration by the committee. Among the many 
matters considered were: the panel system in Great 
Britain and Northern Ireland, a short history of the 
statutes in relation thereto, and the efforts made with 
regard to the establishment of medical benefits in the 
Irish Free State ; conditions of medical education, methods 
of appointments, service, remuneration, promotion, sworn 
inquiries, and pension rights in the Irish Free State, 
Great Britain, and Northern Ireland ; unemployment in 
the medical profession was also discussed, and in con- 
nexion therewith the appointment of a_ representative 
deputation to wait on the Free State medical licensing 
bodies in regard to the curtailment of the number of 
doctors becoming qualified. The secretary was requested 
to invite the co-operation of a number of medical 
colleagues who in the past had given valuable services, 
especially to the Poor Law medical services. The com- 
mittee decided to request the General Council of Medical 
Associations to appoint a finance committee to draw up 
a scale of fees which would be fair remuneration for the 
duties performed by the Irish Poor Law medical officers. 
The committee, however, expressed the opinion that any 
scale less than £350 to £450 would be inadequate for the 
work which is now being done by dispensary doctors. 
Owing to the increased work of dispensary doctors as 
medical officers of health of their districts the committee 
considered a minimal salary of £40 per annum should be 
paid for the discharge of the duties of such officers. 


Salary of R.M.S. of Armagh Mental Hospital 


The Armagh Mental Hospital considered the request 
from the resident medical superintendent, Dr. Dora 
Allman, for an increase in salary. In a letter to the 
board she said she had occupied the position for three 
years, and had done her utmost for the benefit of the 
institution. Her duties and responsibilities were greater 
than those of her predecessor and her salary less. The 
committee had now Castledillon in addition to the main 
hospital, where fifty-two patients were housed, thus re 
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lieving overcrowding. Many other improvements had bee. 
made, and a poultry farm was also in existence. Dr. 
Allman’s salary at the time of her application for an 
increase Was £600 with £150 allowances per annum. Her 
predecessor's salary was £700 with £200 allowances pez 
annum. The committee granted Dr. Allman an increase 


of £100 per annum. 


England and Wales 


Bournemouth Health Services 


A circular tour on July 27th, arranged by the Bourne- 
mouth Corporation, enabled a party of those attending 
the Annual Meeting of the B.M.A. to obtain an inside 
view of some of the health services and new housing 
schemes, being conveyed from point to point by a 
Corporation omnibus. Two clinics were visited. The 
frst, in Madeira Road, was a house in grounds bought 
about three years ago for £4,000, and adapted for the 
purposes of ante-natal, dental, and ophthalmological work. 
The dental department, which contains an = x-ray 
apparatus, is conducted by a part-time dentist, any neces- 
sary anaesthetics being given by an assistant medical 
oficer of health. The arrangement of the rooms is such 
that as many as thirty cases can be dealt with in two 
hours, the in-coming patients not meeting those who have 
just been treated—a very important matter in the case 
of children. Ante-natal cases requiring dental work are 
aso treated here. The ophthalmological department 
includes a large room, which is also utilized for lectures 
to midwives and others. In addition to the ante-natal 
work, which is on the usual lines, it is proposed in 
September to begin maternity welfare activities on more 
comprehensive lines. The site has been well chosen in 
view of the increase in the working-class population. <A 
contrast was afforded later in the tour by a visit to the 
Moordown Infant Welfare Centre, the work of which is 
carried on in a building hired for each weekly occasion 
fom the local Congregational Church authorities. The 
schoolroom here is of adequate size for use as a waiting 
room and for the distribution of such accessories as infant 
foods and clothing, while there is also a good weighing 
room, a room for the medical officer, and sufficient accom- 
modation for perambulators. There are nine infant welfare 
centres in Bournemouth. The itinerary inc!uded the Over- 
cliff Drive, with its evidence of continued expansion of 
residential sites and good-class houses. Many of the 
tourists were particularly interested in the two types of 
sewage disposal illustrated, the first to be visited being 
the historical Iford Lane Disintegrator Station. With a 
view to.the elimination of any possibility of foreshore 
fouling careful experiments were conducted by Bourne- 
mouth sanitary engineers some time ago, as the result of 
which it was found that special methods of preparation 
would undoubtedly be required before the effluent was 
discharged in the neighbourhood of Hengistbury Head. 
In the town there are now five groups of disintegrator 
outfalls, of which the Iford Lane one was typical. Here 
was demonstrated the way in which the sewage was 
minced by a cutting blade and revolving propellers, 
discharged in forty feet of water, and dispersed ultimately 
in cone form when rising to the surface, in order to be 
more available for destruction by marine organisms. These 
centrifugal propellers are set to 1/1,000 inch. The effluent 
is discharged at all states of the tide, which in this 
locality is double in the twenty-four hours, and has an 
average rise and fall of only six feet. It was pointed out 
that Bournemouth had been the pioneer in this method 
of sewage distribution. The other sewage disposal works 


visited was at Kinson, situated in part of the area taken 
over three years ago when the scheme was in process of 
construction, and so had to be completed. Here in opera- 
tion was seen the most recent activated sludge method. 
The sewage comes first to detritus tanks, where such large 
components as rags are arrested by screens. The clear 
fluid goes to filters before being passed into the River 
Stour. The sediment is collected and pumped up into 
digestion tanks of the aerobic kind, no forced ventilation 
being employed. It is then subsequently pumped out on 
to drying fields of clinker beds. The recently established 
Iford housing estate was the first to be visited. Here 
there are 166 houses of the non-parlour type, erected at 
a cost of £470 each and let at a weekly rental of 10s. 5d. 
Difficulties encountered here were the cost of the land and 
the prevalence of a high water rate, Bournemouth having 
no municipal supply, but depending on two companies, 
of which the one in this case charges a relatively high 
figure. Each house has one living room, three bedrooms, 
a bath room, and a kitchen. The other municipal housing 
estate visited was at Kinson, where there are 102 houses 
erected at an all-in total cost of £360. There are two 
slightly different forms of non-parlour house, let at 9s. 5d. 
weekly. In one form the living room extends through the 
length of the house, having a good window at each end. 
Each kitchen has a gas copper, and it was stated that 
practically no inconvenience resulted from the steam. The 
party proceeded to the Bournemouth Gas and Water 
Company’s waterworks at Alderney, where tea was pro- 
vided by the directors in a marquee near a filter bed. An 
excellent description was given of the work of pumping, 
filtration by sand, purification by waterweeds and algae, 
and subsequently by chloramine, and distribution to the 
town. The exceptionally well planned programme of the 
afternoon’s tour elicited many expressions of gratitude 
from the party. The wise and progressive outlook of the 
municipality was whole-heartedly commended. 


Water Supp'ties and the Drought 


At a meeting of the Water Supplies Emergency Con- 
ference, held at the Ministry of Health on July 3lst to 
consider the general situation resulting from the drought, 
it was stated that supplies are well maintained despite the 
scarcity of rain. Information has been obtained from 221 
of the larger water undertakings, of which 190 report no 
serious shortage (present or prospective) ; twenty-seven 
report present shortage, but have measurés in hand for 
dealing with it ; and four, though not at present suffering 
from shortage, report that, though the position may 
worsen later, measures have been prepared for coping with 
it. Of 721 urban authorities (population less than 20,000) 
from which replies have been received 677 report no 
serious shortage ; thirty-four report shortage, of which 
twenty-nine have schemes for new supplies, and others are 
relying on economies in consumption ; ten more have 
sources available if needed, or are seeking new supplies. 
Of 510 rural district councils interrogated 260 report 
no serious shortage ; 179 report serious partial short- 
age, but with alternative supplies available in thirty- 
one; and_ special action taken in 144 areas. In 
seventy-one others, where shortage is anticipated, supplies 
are available in twenty, and in fifty-one special 
action will be taken. Engineering inspectors of the 
Ministry continue to visit districts where the positioa 
appears to call for investigation. Twenty-eight applica- 
tions have been received under the Water Shortage Act 
for special emergency powers, about half of which are for 
new sources of supply ; and new powers have already been 
given in seventeen cases. Applications for grant under the 
Rural Water Supplies Act have been received from 154 
rural district councils for schemes of permanent improve- 
ment at an estimated cost of £2,299,000. Grant has 
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already been promised to sixty-eight councils for schemes 
costing £1,249,000. As regards the Metropolitan Water 
Board, recent rainstorms have helped matters, and, 
although the effect is only temporary, there is stated to 
be no need for alarm. Economy of consumption is, 
however, still required. 


Leicester Royal Infirmary 


Good progress was made last year with the work of ex- 
tending and bringing up to date the accommodation gener- 
ally at Leicester Royal Infirmary. One wing of the new 
Nurses’ Home was completed and occupied, and there were 
many more applicants for training as nurses. Overstrand 
Hall, near Cromer, was subjected to extensive alterations, 
to serve as a convalescent home for female patients. A 
home for men in the grounds is projected, and thus the 
central convalescent home scheme of the Leicester and 
County Saturday Hospital Society is approaching com- 
pletion. Tfiis seaside centre for convalescent treatment 
will free for the use of the Infirmary the Swithland Home 
for Men and Desford Hall House for Women. The acquisi- 
tion of the first-named will place about fifty beds at the 
disposal of the Infirmary, and, if the convalescent home 
scheme for men develops, a further sixty beds will be 
available there. In this way the bed accommodation and 
services of the Infirmary will be substantially augmented. 
The financial outlock has brightened. Income exceeded 
expenditure for the third time in the last sixteen years, 
though by only a narrow margin. There were reductions 
in the amounts derived from annual subscriptions, 
donations, and the Hospital Sunday Fund, but the con- 
tributions from workpeople under the Hospital Saturday 
Fund exceeded those of 1932 by nearly £1,500, the total 
being £49,555. Legacies produced income double that of 
the preceding year. Increased income also accrued from 
hospital contributory associations, Road Traffic Act pay- 
ments, and public authorities—on account of services 
rendered. There was a_ substantial addition to the 
number of endowed beds and cots. More radium was 
bought ; the Royal Infirmary now possesses 497.7 mg. 
of radium element, and has been recognized by the 
National Radium Commission as an approved institution. 


Sa'ford Royal Hospital 


In the annual report of the board of management of 
Salford Royal Hospital for the year ended December 
3ist, 1933, it is announced that the cost of treating 
patients for injuries resulting from traffic accidents in- 
creased over that in the previous years and reached a 
total of £1,087, towards which only £221 was recovered. 
Heavy pressure of work in all the departments indicated 
how urgent was the need for extension, but the financial 
position resulting from serious shortage of income in 
recent years made it impossible to proceed with the plan 
of enlargement which has been prepared. The out-patient 
department was built twenty-three years ago, and the 
work of the surgical and medical staffs is now being 
regrettably handicapped by lack of room. In 1920 four- 
teen beds were set aside for paying patients ; during the 
year under review the number admitted was 135, as com- 
pared with 128 in the previous twelve months. The 
deficiency on the year’s working was £2,825, even though 
there was a reduction of expenditure by over £3,000. It 
is regretted also that the central scheme of workpeople’s 
contributions has not received the support it merits, and 
it is hoped that greater efforts will be made to encourage 
a more general adoption of weekly contributions through- 
out the district to the Hospital Fund. With a view to 


establishing a closer relationship with this Fund, a joint 
committee of representatives of all the local hospitals and 
of the Fund is in process of formation. 


General adoption 
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it is calculated, yield sufficient 
funds to obviate the necessity of special appeals being 
made from time to time to wipe off deficiencies of income. 
It is mentioned that no special appeal for financial support 
has been made during the last twenty years, and £60,000 
is now urgently required to meet the bank overdraft and 
immediate necessities. An additional annual income of 
£5,000 is necessary to allow the present accommodation 
to be maintained. The number of patients admitted 
during 1933 to the wards was 4,031, as compared with 
3,965 in 1932. The average cost of each in-patient was 
£8 Is. 3d. in 1933, a reduction of 14s. on the previous 
year. 
Papworth Tuberculosis Settlement 


Sir Pendrill Varrier-Jones, medical director of the 
Papworth Village Settlement, in his annual report states 
that 1933 witnessed greater activity than any previous 
year in the history of Papworth. Not only has the number 
of hospital beds increased, but advanced cases have been 
rehoused and observation wards provided for those who 
come for treatment and training: there are also private 
wards for paying patients. Thanks to the generosity of 
the Bernhard Baron Trustees a large new hospital has 
been erected for men, and also a well-equipped out-patient 
department for housing the various clinics, which include 
a new x-ray department. As a consequence of all these 
activities Papworth Hall has been reorganized and the 
administrative staff now have at last adequate accommo- 
dation for their work. This and the other reports on the 
year’s work have been printed as an illustrative pamphlet 
by the Papworth Press, and were approved at the seven- 
teenth annual general meeting, held in London on July 
llth. Fifteen days later the Duke of Gloucester visited 
the Settlement, where he was met by the President (Sir 
Humphry Rolleston), by the Lord Lieutenant of Cam- 
bridge (Mr. C. R. W. Adeane), Lady Linlithgow, and the 
Duchess of Northumberland. His Royal Highness then 
made a tour of the village and its workshops and inspected 
the new hospital, towards the building of which the 
trustees of the late Mr. Bernhard Baron have given 
£20,000. He then went to the site of the new surgical 
block and laid the foundation stone. 


London Maternity Hospitals 


Consideration of the annual reports for 1933 of various 
London maternity hospitals reveals an increasing § ten- 
dency of expectant mothers to enter institutions for their 
confinements. In the General Lying-In Hospital, for 
example, whereas in 1932 there were 887 out-patients 
attended in their homes, only 776 were so treated in 1933, 
while the in-patient total rose in the two years from 
1,040 to 1,065. Similarly at Queen Charlotte’s Hospital 
the capacity of the institution to meet the demAnd for 
in-patient treatment has become inadequate. Beds are 
booked for a longer period ahead than hitherto, and there 
is no diminution in the number of emergency cases. The 
total number of in-patients was 2,771, contrasting with 
a decrease in the number of out-patients. It is pointed 
out that the Local Government Act of 1929 has resulted 
in the transfer to local authorities of largely increased 
accommodation for maternity services, both actual and 
potential, and the consequent loss of patients to training 
hospitals with districts is a serious matter. A similar fall 
in the number of out-patients is recorded by the City of 
London Maternity Hospital. At the General Lying-In 
Hospital, where 444 prospective mothers had to be re 
fused admission owing to lack of accommodation, the 
possibility of providing beds for patients able to contribute 
towards the cost of treatment was considered during the 
year under review. Discussions have been held with the 
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Charity Commissioners, and a thorough investigation has 
been made of the possibilities, financial and otherwise, 
put the matter has had to be left in abeyance. The year 
was, however, marked by the completion of the extension 
scheme, launched in 1927, for the building of an up-to- 
date nurses’ home and an out-patient department. The 
cost of erecting and equipping the new building has been 
met by the special extension fund, with the exception of 
the comparatively small sum of £350. In view of the 
discussion on the results of ante-natal care at the Annual 
Meeting of the British Medical Association this year at 
Bournemouth, and of earlier correspondence in these 
columns, special interest attaches to the references to this 
matter in the various reports. At Queen Charlotte’s, for 
instance, the maternal mortality rate in booked cases 
delivered in the main hospital was 5.3 per 1,000. The 
rate for district out-patients was 2.1 per 1,000, giving a 
general rate for booked cases of 4.07 per 1,000, compared 
with 44.4 per 1,000 for emergency cases. Whereas the 
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booked cases attend the hospital ante-natal department, 
and have therefore been under the care of the hospital 
for some time before confinement, the emergency cases 
are sent in by medical practitioners at the last moment, 
and are generally in a critical condition. It is concluded, 
therefore, that the statistics reflect in no uncertain manner 
the vital importance both to mother and child of early 
and regular ante-natal care. At the City of London 
Maternity Hospital all booked patients have similar ante- 
natal supervision, while at the East End Maternity Hos- 
pital the homes of all patients booked for attendance in 
the district are visited ; 445 special visits were paid in 
1933 to patients suffering from ante-natal disorders. In 
the last-named institution there were no maternal deaths 
during the year ; Caesarean section was only required in 
one instance, and in the single case of eclampsia which 
occurred the patient had had no albuminuria during 
pregnancy, nor was it present on admission. She had 
five fits, and made a good recovery. 


CORRESPONDENCE 


The G.P., the Schoolmaster, and the Specialist 


Sir,—1 should like, if 1 may, to air a small grievance 
which I think must be shared by many and which ventila- 
lation may perhaps amend. 

The custom seems to be growing among head masters 
and mistresses and house masters of boarding schools 
of writing to parents at the end of term some- 
what as follows: ‘‘ We are sorry to find that your 


child’s tonsils are in a very unhealthy state, and 
we trust that you will have them removed at 
the earliest possible moment.’’ Or, ‘‘ William’s [or 


Julia’s} health has not been at all satisfactory this term, 
and we hope you will take him [or her] to see a heart, 
lung, nerve, or gland specialist without delay.’’ Whether 
or not the letter takes exactly this form, it is certain 
that something very like a command is issued for the 
child to be taken to see what is considered to be the 
suitable specialist or to have some specific operation. 
Rarely, if ever, is the parent advised to consult the family 
doctor. 

Now it often happens that the family doctor, having 
known the child since infancy, is perfectly aware of the 
large tonsils, murmur, tachycardia, cough, fidgetiness, 
prominent thyroid, or what not, but has excellent reasons 
for thinking that neither specialized investigation nor 
active interference would be at all good for the child ; 
in any case his opinion ought surely to be of value, and 
there can be no justification whatever for attempting to 
circumvent him. Often enough, of course, he is not cir- 
cumvented at all, but only ruffled. At other times the 
parent takes the line of least resistance, considerable 
embarrassment is caused, and the child’s health is not 
always improved. It is probably better not to quote 
specific instances, but the situations which arise are 
sometimes very curious and even entertaining. 

Could not the medical officers attached to the schools 
(most of whom must themselves be also family doctors) 
impress on masters and mistresses the fact that the child 
probably has a doctor at home who ought to be con- 
sulted, and if there is really some condition requiring 
attention, would it not be far better that they themselves 
should write a note to the child’s doctor? I cannot 
doubt that sometimes they do, but I cannot remember 
ever to have received such a letter, though I have had 
experience of the other procedure many times.— 
I am, etc., 

LinpseY W. Batten. 


Hampstead, Aug. Ist. 


Occupational Therapy 


Sir,—Dr. A. J. Brock (Journal, August 4th, p. 231) 
expresses surprise that I should have stated from the chair 
at the conference in London on occupational therapy that 
the movement was of recent development. 

““ Recent ’’ is, of course, a relative term, but in my 
remarks I gave a short historical survey of occupationa! 
therapy, and showed that it was essentially a movement 
of the present century, although it had been utilized in at 
least two instances in the last century. I have no authori- 
tative knowledge of the extent to which it is employed 
in mental hospitals, but it may be of interest to record 
that it has been an essential feature at the Lord Mayor 
Treloar Cripples’ Hospital and College since the founda- 
tion of the institution in 1908. This work at Treloar 
Hospital aroused the interest of the Board of Education, 
and on the advice of Sir George Newman, Mr. Lloyd 
George, then Chancellor of the Exchequer, recognized 
hospital schools, which became eligible for both educa- 
tional and medical grants in 1911. 

Such movements are easier to initiate in public than in 
private institutions. In the latter no Government aid is 
forthcoming. I believe the Morland Clinics are unique as 
a private enterprise in combining education and occupation 
for every suitable case in the chronic diseases there treated. 
It is a source of real gratification to record that many boys 
and girls under treatment at Morland Hall have con- 
tinued their education with little interruption while treat- 
ment was in progress, and in many cases have been 
successfully prepared for entrance examinations to the 
universities. 

The importance of this, to the better-class boy and 
girl, is that education is not interfered with by the inci- 
dence of disease, which may require up to two or three 
years’ recumbent treatment. The value of this combined 
treatment and education cannot be overestimated for that 
social class where education is essential to a successful 
career.—I am, etc., 


Alton, Aug. 6th. Henry GAUVAIN. 


Pellagra in England 


S1r,—Ever since I heard Dr. Louis Sambon lecturing 
on the above subject some fifteen years ago I have been 
interested, and have been on the look out for it among 
cases seen in private and at hospital ; for he had shown 
that it was endemic in Scotland and England, apart from 
asylum cases. I shall not readily forget his answer to a 
doctor in Cumberland who, after reading a description by 
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Sambon of the disease, wrote to say he had such a Case, 
but that the patient was dying. Sambon wrote to the 
doctor to say he was coming to see it. He received 
a telegram, ‘‘ Patient dead,’’ to which Sambon replied, 
““ Coming all the quicker.’’ 

I have had the opportunity of seeing since that time 
two cases in females aged from 40 to 50, and one other 
in a young lad of 18 or so. It is impossible to diagnose 
such cases in the early stages—in this country at least. 
Probably the photodynamic factor helps in the earlier 
diagnosis of cases in Egypt and Eastern Europe by bring- 
ing into prominence the characteristic skin pigmentation. 
Gastro-intestinal symptoms which do not respond to any 
known therapy, medical or surgical, and are of consider- 
able duration were the primary complaint in my cases. 
In my first female case I was led to try the effect of a 
Coffey’s suspension for severe gastroptosis, but without 


result. The great depression, followed by the = skin 
pigmentation which appeared not long afterwards, gave 
one the clue to the correct diagnosis. This patient was 
subsequently found with her head in a gas oven. 


The other female case resembled a pernicious or aplastic 
anaemia—there was a prolonged history of relapsing gastro- 
intestinal attacks, with diarrhoea, tingling and numbness in 
the hands and feet, sore tongue, dysphagia, severe pains in the 
epigastrium, and acute blood breaks ’’ resulting in a 
reduction of the haemoglobin to 30 per cent. The anaemia 
was, however, of secondary type. Gastric analysis revealed 
an approximately normal HCl, but an x-ray of the alimentary 
tract showed marked hypertonicity. These attacks of epigastric 
nain were accompanied by the passage of urine containing 
excess of indican, urobilin, and urobilinogen, and were the pre- 
lude to profuse offensive diarrhoeas. Kaylene powder and pil. 
ferri redactum grains x a day were of use during these attacks, 
although injections of calcium sandoz 10 c.cm, and paroidin 
(P, D. and Co.) m v often acted magically in relieving the pains 
and diarrhoea. The exhibition of magnesium thiosulphate, as 
suggested by Sabry and with a view of combating an intestinal 
hepatic anaphylaxis, seemed to help. It was the exposure of 
this patient to the sun and fresh air which gradually led to 
the diagnosis. Her face and hands rapidly tanned, until the 
latter began to desquamate round the knuckles, large, thin, 
lifeless, crinkly scales making their appearance. The elbows 
also appeared dirty and scaly. Even so, one might have 
regarded the condition as just “‘ erythema solare,’’ as it 
rapidly responded to glyc. acid. carb. applications. A vaccine 
containing haemolytic streptococci and B. coli prepared from 
faeces seemed to help. As the patient became very depressed. 
and suffered from recurrence of the abdominal pain and diar- 
rhoea, she was allowed home, where she seemed to improve 
rapidly, her hands becoming normal and her facial pigmenta- 
tion diminishing, the pearly sclerotics standing out in marked 
contrast to the background of vellow skin. This patient had 
alwavs been freckled. 


The tanning from the sun was so rapid that the 
production of melanin led one’s thoughts to tyrosine and 
tyrosinase. In an adjacent bed was a_ patient with 
symptoms of thyrotoxicosis (and with urinary findings 
similar to those recorded above) who had tanned almost 
as severely. Now tyrosine is related to thyroxine and 
melanin. In the course of my work I have come across 
‘epidemics ’’ of illness, frequently in springtime, which 
suggested the production in the intestine of some product 
like tyramine. This is produced by certain forms of 
B. coli, with the property of decarboxylation. A change 
in the pH of parts of the bowel compels these organisms, 
as a means of self-preservation, to change their mode of 
living. Tyrosine is therefore broken down in two ways: 
(a) by decarboxylation into tyramine, or (b) into phenol 
by deamination and oxidation. Tyramine is oxidized 
by tyrosinase. 

Some such explanation would account for many of the 
clinical features of pellagra and do away with the need 
for an extraneous factor like maize, velvet beans, etc. 


The successful treatment of such cases by vitamin B 
(yeast and liver extract) supports McCarrison’s findings 
on the necessity of this for a healthy intestinal tract. The 
nervous symptoms and mental deterioration are supported 
by the findings of Ewins and Laidlaw—namely, that of 
the putrefactive products of tryptophan indole ethylamine 
is probably the cause of dementia praecox.—I am, etc., 


Darlington, July 21st. R. CHALMERs, 


Haemorrhage from Peritonsillar Abscess 


Sir,—In the Journal of April 28th (p. 755) Dr. T. G. 
Wilson related a case of haemorrhage following spon- 
taneous evacuation of a _ peritonsillar abscess. This 
account reminded me of a similar case which was under 
my care some twelve years ago when I was in general 
practice in South Australia. The history of the case was 
almost identical with that recorded by Dr. Wilson, 


The patient was a lusty plumber who had been the victim 
of recurrent attacks of tonsillar suppuration. On the occasion 
in question his peritonsillar abscess discharged spontaneously 
after an illness of four days. Within a few hours severe 
haemorrhage from the abscess cavity started, and _ persisted 
with short intermissions and, in spite of every effort to check 
it, for two days. By this time he was in a dangerous exsan- 
guinated condition, and it was clear that unless the bleeding 
was permanently stopped he would die. The presence of a 
trickle of blood into the pharynx made the administration 
of a general anaesthetic a hazardous procedure, and therefore 
it was decided to operate under local anaesthesia. After a 
dose of morphine and hyoscine the neck was infiltrated with 
1 per cent. novocain, and the external, not the common, 
carotid was tied. The operation was not easy, as the presence 
of associated adenitis of the carotid glands compelled the 
removal of several of these before proper exposure of the 
bifurcation of the common carotid could be achieved. A 
dread of the possible cerebral sequels of tying the common 
carotid made me, in my inexperience, decide to tie the 
external branch. The result was very satisfactory, the patient 
making a speedy and uninterrupted recovery after immediate 
cessation of the bleeding. 

As the literature suggests that ligature of the common 
carotid is not without risk of unhappy sequels, it seems 
to me wiser to tie the external branch—an_ operation 
which is rather more difficult and takes more time, but 
which meets the condition without interfering with 
cerebral blood supply.—I am, etc., 

J. B. Dawson, 
Professor of Obstetrics and Gynaecology, 
University of Otago. 
Dunedin, New Zealand, June 20th. 


Splenectomy for Menorrhagia in Purpura 
Haemorrhagica 


Sir,—In your issue of July 7th (p. 8) an_ interesting 
case of purpura haemorrhagica with menorrhagia was 
described by Dr. Stanley Hartfall and Mr, Carlton 
Oldfield, in which they stated that the only symptom 
was recurrent menorrhagia causing severe anaemia, that 
there was no bleeding from any other source, no purpura 
or spontaneous bruising, but that the latent purpuric 
state was revealed by the capillary resistance test. The 
last point is very interesting to those of us who have 
felt for some time that the capillary resistance test was 
at the present time necessary in differentiating a case of 
essential purpura haemorrhagica from other kinds. T have 
recorded five cases of the essential type, and in each one 
the capillary resistance test was positive sooner or later. 

In a case which I published in the Proceedings of the 
Royal Society of Medicine nine years ago, of a woman 
aged 28 who had suffered from essential thrombocytopenic 
purpura haemorrhagica with very severe menorrhagia om 
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and off for some years, the thrombocytic count went down 
to 40,000, and occasionally to zero, after severe haemor- 
thages ; the bleeding time was fifteen minutes, and the 
capillary resistance test was markedly positive. During 
one severe bout the red cells went down to 2,000,000. 
Purpuric spots used to come out in crops on the skin, 
lips, and nose, and occasionally the latter oozed for days 
together. Splenectomy, performed nine years ago, has 
peen followed by cessation of all purpuric symptoms, 
menstruation has become absolutely normal, and she has 
enjoyed, and still enjoys, perfect health. The spleen in 
her case was normal in size clinically and at operation. 
—I am, etc., 
BERNARD Myers, M.D., F.R.C.P. 

London, W.1, July 28th. 


Tests of Renal Function 


Sir,—Dr. Robert Platt, in his letter in the Journal 
of July 21st (p. 138), chiefly objects to the urea clearance 
test because of ‘‘ its obvious pretence to a_ scientific 
accuracy which it does not possess, even in its modified 
form.’’ His objection is apparently based on the fact 
that a case clinically diagnosed as chronic uraemia showed 
a urea clearance better than the average for a group of 
cases with renal disease, and, therefore, that the urea 
dearance did not bear a sutficiently close relation to the 
dinical condition of the patient. But the urea clearance 
test is simply a test of renal function, whereas the clinical 
condition of the patient depends not only on the nature 
and extent of the disease of the kidneys but also on the 
presence or absence of disease elsewhere. In the same 
letter Dr. Platt refers to cases of his own ‘‘ which were 
without serious renal insufficiency until heart failure 
occurred and, by lowering the blood pressure, caused 
diguria and consequent uraemia.’’ He recognizes, there- 
fore, that the determining factor in the onset of uraemia 
may be heart failure rather than renal insufficiency. 

The patient referred to by Dr. Platt had dizziness, head- 
ache, vomiting, cardiac hypertrophy, some arteriosclerosis, 
raised blood pressure, and albuminuria. There was, how- 
ever, by ordinary tests, no impaired excretion of urea— 
that is, the blood urea was not raised, and the urea 
concentration of the urine, following the usual dose of 
urea, reached a high level in the second hour—namely, 
3.19 per cent. I think Dr. Platt will agree that some 
part, at any rate, of the clinical manifestations shown 
by this case was due to cardiovascular conditions, so 
that the failure of the urea clearance to correspond to 
the gravity of the case as suggested by the clinical diag- 
nosis does not prove that the urea clearance is not a 
fair indication of the state of the patient’s renal function. 
Dr. Platt also states that he does not find in practice 
that the urea clearance test is as helpful as a dilution 
and concentration test, and examination of the blood for 
non-protein nitrogen and indican. I should like to know 
if he is here referring to the urea clearance test in its 
modified form, and, if so, if he has already carried out 
systematic comparisons of the modified test, and the 
procedure he prefers. 

With reference to the subject of albuminuria in chronic 
nephritis, to which he refers, and his statement that he 
regards the presence of albuminuria (more than a trace) 
as a fairly good rough indication of involvement of the 
kidney (nephrosclerosis) in essential hypertension, I would 
refer him to the statement of Peters and van Slyke 
(Quantitative Clinical Chemistry : Interpretations, p. 709) 
that ‘‘in the nephrosclerotic type of the disease the 
quantity of protein in the urine is usually small, some- 
times almost undemonstrable.’’"—I am, etc., 


F. S. FOWWEATHER. 


Leeds, July 31st. 


Evipan Anaesthesia 


Si1r,—I have been greatly interested in the recent letters 
on the subject of sodium evipan anaesthesia, but have 
hesitated so far to join in, having very little, though 
excellent, experience with the drug. As, however, Dr. 
Kuhne (Journal, June 9th, p. 1029) was emboldened to 
describe his experience of only two cases, I venture 
to describe here a series of ten, which, occurring in the 
Tropics and under unfavourable conditions, may prove 
of interest. My cases were all aboriginal Indian tea 
estate coolies, except two—an Indian clerk and a Chinese 
mechanic. 

The Chinese was my first case, requiring complete 
edentulation. Anaesthesia was complete for twenty-two 
minutes, but consciousness was not recovered for four 
hours. No ill effects followed. Next in order two adults 
were circumcised, two minor amputations were done, two 
fractured limbs set, two large sebaceous cysts excised, 
and in the tenth case evipan was used as an introductory 
anaesthetic in an operation for localized peritonitis. The 
coolie cases all required more than 10 c.cm. sodium 
evipan solution to effect proper anaesthesia. The peri- 
tonitis case was an exception, only 5 c.cm. being neces- 
sarv. The Indian clerk also required only 5 c.cm. for 
successful circumcision to be done. The patient on whom 
I operated for peritonitis was a coolie aged 20, in a toxic 
state and also suffering badly from anaemia due to hook- 
worm. Evipan anaesthesia was complete in two minutes. 
This was followed by chlcroform, the anaesthetic com- 
monest in tea estate practice, and it was noticed that only 
a very little was used (less than 4 drachms), in spite of 
the hot weather and the time taken for operation—one 
hour. Curiously, consciousness was regained half an hour 
afterwards, as against an average of two and a half hours 
in other cases. The patient made an uninterrupted 
recovery. 

Points of interest are: (ft) in no case was premedication 
with other narcotics used ; (2) in no case were any ill 
after-effects observed ; (3) in no case was the jaw observed 
to drop, although anaesthesia was complete ; (4) in eight 
out of the ten cases the patients had anaemia, with haemic 
murmurs in three instances. In view of this last point 
the probability of sodium evipan being a _ powerfui 
respiratory or cardiac depressant hardly seems correct. 
I can surely not have been merely lucky with my series. 
I am glad to note Dr. Montague Solomon (Journal, June 
30th, p. 1187), with his longer experience, agrees witil 
my findings. Sodium evipan is a drug I shall always usz 
with confidence.—I am, etc., 


Assam, July 26th. EpMUND Burke. 


Non-specific Colitis 


Sir,—As one having extensive personal experience of 
this condition (surely the best school of learning), I 
would remark that Dr. J. T. Shirlaw (August 4th, p. 231) 
is both right and wrong in his statements on the question 
of carbohydrates and colonic irrigation respectively in this 
form of ill-health. With regard to carbohydrates, per- 
sonal experience and facts derived from the treatment o¢ 
patients put me in entire agreement with the advisability, 
even necessity, of cutting down sugar and starch in 
this condition. There would appear to be a definite 
failure in the metabolism of carbohydrates in colitis 
cases. 

Colonic irrigation is a two-edged tool, which fact shou!d 
be remembered if it is to be used successfully in colitis. 
In the ‘‘ constipation ’’ type of colitis, where the colon 
can be so atonic as to assume enormous dimensions, 
irrigation, if done sufficiently slowly, can be of very great 
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value indeed. Where, however, the main symptom 3s 
irritative diarrhoea with constant spasmodic pain, irriga- 
tion is definitely inadvisable, and grave harm may ensue 
to the tender membrane and to the mind of the patient 
from the resulting pain. There is probably no other 
treatment which should so definitely be kept in the 
hands of trained practitioners, and yet (? because we are 
so apathetic) colonic irrigation can easily be obtained 
from unqualified people or used in the patient's own 
home.—l am, etc., 


Oldham, Aug. 4th, Mary G. Carpwe M.D. 


The Swab in Diphtheria Diagnosis 


S1r,—Dr. E. James (Journal, August 4th, p. 230) has 
undoubtedly exposed the main fallacies of the diphtheria 
swab. As medical officer to the isolation hospital for 
this area I have had some seventy cases of diphtheria 
admitted in the last six months, quite a number of 
which, though absolutely definite clinically, returned 
a negative swab. 

The swab in diphtheria must, I consider, be regarded 
in the same light as the examination of sputum in tuber- 
culosis—that is, a negative swab is no contraindication of 
the presence of the disease, while a positive one confirms 
the presence of the micro-organisms. In any suspicious 
case serum should always be administered whether a swab 
is taken or not, and in no circumstances should this 
be delayed pending the result—particularly in districts 
where immediate bacteriological examination is rot 
available. 

As to dosage, I entirely agree with Dr. James that at 
least 20,000 units should be administered, and this point 
should be accentuated, as there is still present among 
the profession a fear of giving larger doses than 8,000 
units. As to this, I have personally administered up to 
150,000 units in doses of 40,000 units, with no more effect 
than an irritating serum rash, allayed by hypodermic 
injection of pituitrin and/or calamine lotion. I may add 
that I invariably use Parke, Davis and Co’s serum.— 
I am, etc., 


3ridport, Aug. 4th. Joun C. T. Sanctuary. 


Radical Cure of Hernia 


Sir,—The descriptions in textbooks of operative surgery 
of the radical cure of inguinal hernia usually omit one 
useful step in the operation. I refer to the introduction 
of the forefinger through the neck of the sac into the 
abdominal cavity for the purpose of exploring the internal 
inguinal ring of the opposite side. Three of my recent 
cases have illustrated the value of this simple procedure. 
In two cases of right inguinal hernia a patent process was 
in this way discovered on the left side, and a double 
radical cure effected. In neither of these cases was the 
left hernia diagnosed before operation, though in one case 
it was suspected. In the third case, at an operation 
performed elsewhere, the patient’s left inguinal reg:on 
had been explored for hernia and no sac had been found. 
Protracted suppuration had followed the operation, ane 
six months later the patient came to me with a scrotal 
hernia on the right side with the request that | would 
perform a radical cure of the right side, and would explore 
his left side to find and cure the hernia, if any, on that 
side. At the operation on the right side it was possible to 
palpate the left inguinal region and to determine the 
absence of a sac on the left side, thus avoiding further 
operation on that side.—I am, etc., 


Lautoka, Fiji, June 3rd. Puttip Harper. 


M. S. PEMBREY, F.R:S. 
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Obituary 


M. S. PEMBREY, F.R.S., M.D. 

Late Professor of Physiology, University of London 
Professor Marcus Pembrey, a short notice of whose death 
appeared in last week's Journal, might well be called a 
‘general physiologist ’’—general in the sense that. the 
whole of Nature was his textbook, the living world his 
laboratory. Throughout all his work is found the attempt 
to adapt its applications and to make them practicable 
for the benefit of living organisms. He loved the country. 
side, and founded many of his observations upon the 
events of farm life. 

The son ef an expert Oriental linguist asscc’ated with 
the Clarendon Press, he obtained a science exhibition at 
Christ Church, Oxford, and graduated in arts in 1889, 
He took the M.B., B.Ch. 
in 1892, and the M.D. three 
years later. During his 
tenure of the Radcliffe 
Travelling Fellowship, 
which he secured in 1890, 
he did research work in 
Wirzburg Kiel, re- 
turning later to Oxford as 
demonstrator of physiology 
under Burdon - Sanderson. 
From this time onwards he 
began to publish valuable 
work on physiology, some- 
times in collaboration with 
Professor J. S. Haldane. 
From Oxford Pembrey went 
as lecturer in physiology to Charing Cross Hospital, and 
afterwards succeeded the late Professor Starling in a corre- 
sponding post, later converted into a London University 
professorship, at Guy’s Hospital. In 1922 he was elected 
a Fellow of the Royal Society in recognition of his experi- 
mental work. It was in 1894 that Pembrey became a 
member of the British Medical Association, and he received 
B.M.A. scientific grants in the years 1905 to 1914 inclusive. 
He was secretary of the Section of Anatomy and Physio- 
logy at the Annual Meeting of 1899, and vice-president of 
the Section of Physiology in 1904. 

His early work was devoted to questions of heat 
production and temperature regulation. These investiga- 
tions were of a comparative nature, and covered a wide 
range of conditions and species. Included in the series 
was the question of hibernation, and for this he studied 
the marmot, an association for which he will be long 
remembered by his students and assistants. From the 
temperature changes of hibernation he passed to ths 
associated metabolism, and his measurements of the 
respiratory quotients of the marmot are almost classical. 
Respiration now provided his main field, and he studied 
the respiratory exchanges in muscular exercise and dis- 
eased conditions, notably diabetes ; ‘‘ second wind ”’ and 
‘“ stitch '’ were two problems of constant interest to him, 
The homely couplet 

““ After dinner rest awhile, 
After supper walk a mile ’ 
furnished him with the text for his final work upon the 
reactions of the alimentary tract to muscular exercise. 
His papers are to be found mainly in the Journal of 
Physiology and the Guy's Hospital Reports. 

From 1906 to 1909 Professor Pembrey served on the 
War Office Committee on the Physiological Effects of 
Food, Training, and Clothing on the Soldier. He took 


a very active part in the work, and one can imagine the 
enthusiasm with which he tramped along with the troops 
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on their experimental marches. Pulse, temperature, and 
water loss were investigated under a variety of conditions, 
and a very full report embodied conclusions of an essen- 
tially practical nature. Pembrey had very decided 
opinions upon teaching. He favoured the method of 
Socratic discussion, and objected strongly to what he 
called ‘‘ spoon-feeding.’’ It is true that, in the heat of 
discussion, his classes often rather wandered from the 
work in hand, and his students may not have acquire: 
a vast store of academic knowledge, but he made them 
think for themselves and so helped them to stand on 
their own feet. He instituted classes in clinical physio- 
logy so that the students might see the direct application 
to man of the principles he inculcated. In his official 
capacity he was indefatigable, and he never hesitated to 
Candid criticism and 
cheery optimism characterized all his actions, and, when 
due allowance. was made for his love of argument, his 
advice was always valuable. Among his many duties was 
that of treasurer to the Physiological Society, and_ his 
report in that capacity was always a feature of the annual 
meeting: he usually succeeded in enlivening the monotony 
of figures with some merry quip or polemic thrust. 

No portrait of Professor Pembrey would be complete 
without reference to his passionate interest in the pre- 
servation of the race. The problems of reproduction, in 
all its aspects, always attracted him, and he contributed 
many papers on the physiology of the foetus and newly 

A strong supporter of the family, he constantly 
preached what he would call ‘‘ the morality of Nature,’’ 
and he viewed with horror any schemes of artificial 
selection. To him the struggle for existence was essen- 
tially beneficial ; pain was not “‘ a supreme evil ’’ ; self- 
determination was to be encouraged at all costs. 

By his untimely death his colleagues and students have 
lost a very real friend—-one who was ever willing to lend 
a sympathetic ear, one who would stretch out a helping 
hand to those who were ready to make an effort, one 
who did not allow pvrsonalities to take precedence over 
principles. W. R..S. 

[The photograph reproduced is by Elliott and Fry, Ltd.] 


D. NAUNTON MORGAN, F.R.C.S.I. 
Past-President, South Wales and Monmouthshire Branch 
By the death of Dr. David Naunton Morgan of Gilfach 
Goch, Bridgend, the South Wales Branch of the British 
Medical Association has lost one of the oldest and most 
respected of its members. 

Naunton Morgan was born in Ystrad-Rhondda in 1862, 
and belonged to a well-known Glamorganshire medical 
family, members of which have practised medicine in the 
couiity for five or six generations. He studied medicine 
in the London Hospital, and took the qualifications 
M.R.C.S., L.R.C.P. in 1890. He then started practice 
at Gilfach Goch in conjunction with his uncle, the late 
Dr. H. Naunton Davies of Porth, who was the first Gold 
Medallist of the British Medical Association. Nauntou 
Morgan soon established himself as an able and very 
reliable practitioner, and won the confidence of the whole 
community, retaining it until his death. His leaning 
was towards surgery, and in 1906 he took the Fellowship 
of the Royal College of Surgeons of Ireland. He was 
one of the senior surgeons of the Porth Cottage Hospital. 
From the time he qualified he took an active part in the 
work of the B.M.A., was an ex-chairman of his Division, 
an ex-president of the South Wales and Monmouthshire 
Branch, was the first president of the Rhondda Medical 
Society, and a member of the Glamorgan Panel Com- 
mittee from its inception. He also represented Wales on 
the Central Medical War Committee during the war. 

Naunton Morgan found time to take part in the local 
affairs of the district, and was at one time chairman of the 


the Peace for Glamorgan more than twenty years ago. 
He had the characteristics of many of his race. He was 
fiery and impulsive, but kind-hearted, good-natured, and 
generous to a fault—qualities which made him a very 
popular figure among all who knew him, and he was 
always looked upon as ‘‘ one of the best.’’ The immense. 
concourse of people which attended his funeral at the 
Tonyrefail Cemetery, where he was laid to rest, was an 
eloquent tribute to his popularity and an _ expressive 
appreciation of his worth and work. He leaves a widow, 
four daughters, and three sons, two of whom are medical 
students. Two sons and one daughter predeceased him. 
One of the sons was a member of the profession, and was 
about to join his father in practice when he died. 


THE LATE DR. JAMES W. STEEL 
Mr. JOHN Patrick, Glasgow, writes: 

Everyone who knew the late Dr. James W. Steel, espe- 
cially in Salonika in the days of the war, will appreciate 
the excellent notice which appeared in the British Medical 
Journal of July 28th, contributed by Mr. Saunders Mel- 
ville. I would like to amplify the remarks made in regard 
to Jimmie Steel’s musical gifts. To those of us who love 
music, but who are not possessed of the gift of a good 
“ear,’’ the ability shown by Steel almost approached 
the wonderful. He could not read the simplest piece 
of music, and learning music from a score was to 
him a laborious business, and seldom attempted. Yet 
he could sit at the piano at a cinema exhibition and play 
straight on for two hours, varying his music with the 
character of the picture. I recall a summer afternoon 
in the anteroom of the officers’ mess of the 28th General 
Hospital, when Steel played the piano to me as his only 
auditor. Amongst other pieces which he played was that 
exquisite Prelude of Chopin, known, I think, to musicians 
as ‘‘ The Rain Drop.’’ After he had finished I told him 
that it was very beautiful, but not quite as Chopin 
wrote it, and his reply was, ‘‘ Yes, I know, but I have 
only heard it played twice, and I have never seen the 
score.’’ This peculiar gift possessed by Steel is one 
of great rarity. Throughout his war service he was most 
unsparing and ungrudging in his use of it, and his playing 
was in constant demand in many units. 


Dr. EBENEZER WILLIAM Diver, who died on July 15th, 
had interested himself particularly in the prevention and 
treatment of tuberculosis. Born in 1865, he received his 
medical education at University College, London, and at 
Newcastle-on-Tyne. He graduated M.B. Durham in 1889, 
and the next year obtained the diplomas M.R.C.S., 
L.R.C.P. In 1896 he proceeded M.D., and in 1913 re- 
ceived the diploma L.C.P.S. of Alberta, Canada. One of 
the earlier promoters of sanatorium treatment, he was for 
some time medical officer and proprietor of the Belle Vue 
Private Sanatorium, Shotley Bridge. From 1902 onwards 
he published articles and pamphlets on the treatment of 
tuberculosis, with special reference to its clinical mani- 
festations and the steps to be taken in eradicating it from 
the community. He later practised in Eltham Park. He 
was elected a member of the British Medical Association 
in 1893 and was chairman of the Woolwich Division in 
1926-7. 


We regret to announce the sudden death, on July 26th, 
at the age of 60 years, of Dr. JAMEs Ross of Liverpool, 
one of the best-known practitioners in Walton. He was 
born in Ballymena, County Antrim, and was educated 
at Queen’s College, Belfast, and the Edinburgh Colleges. 
He qualified at Edinburgh in 1899, and in 1925 took the 
degree of M.D. of Durham University. Dr. Ross settled 
at Walton over thirty years ago, and gained a very exten- 
sive practice. He was very keen on his work, and a 
great reader. He loved his practice and his patients, and 


would always do the best for them. He leaves a widow, 
three sons, and a daughter. 
medical profession. 


Two of the sons are in the 


then school board. He was placed on the Commission of 
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Universities and Colleges 


UNIVERSITY OF MANCHESTER 
Dr. J. F: Ward, M.R.C.P., 
diseases of children ; Dr. H. T. 
Catherine Chisholm, M.D., 
children ; Dr. T. N. 
Guthrie, 


Ashby, F.R.C.P., 
clinical lecturers in 


physiology. 


UNIVERSITY OF WALES 


The following candidates have been approved at the exam- 


inations indicated: 

M.D.—A. R. Culley, W. Phillips. 

M.B., B.Cu.—Alice D. Alban, T. A. Blyton, Enid G. 
M. E. Gordon, R. W. Griffiths, I. B. Lawrence, S. R. Saunders. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
A meeting of the Council was held on August 2nd, when the 
President, Sir Holburt Waring, was in the chair. 

Mr. L. R. Broster was elected a member of the Court of 
Examiners in the vacancy caused by the resignation of Mr. 
Claude Frankau, C.B.E., D.S.O. 

The following examiners in medicine for the Licence in 
Dental Surgery were elected: Dr. Ernest Bulmer (Birming- 
ham), Dr. A. H. Douthwaite (Guy’s), Dr. R. A. Hickling 
(Charing Cross), and Dr. R. A. Rowlands (London Hospital). 

Mr. Wilfred Trotter, F.R.S., was reappointed a member of 
the executive committee of the Imperial Cancer Research 
Fund. 

Mr. Kennedy Cassels was appointed secretary to the College 
in succession to Mr. S. Forrest Cowell, who retires from 
office at the end of September. 

Mr. T. W. P. Lawrence was reappointed acting pathological 
curator for a further period of six months. 

Mr. F. H. Bentley appointed 
Scholar during the current quarter. 

Diplomas of Membership were granted to 164 candidates 
who had passed the examinations in medicine, surgery, 
midwifery, and pathology of the Examining Board in England, 
as follows: E. J. J. Borges, F. I. Evans, J. R. Nassim, H. N. 
Perkins, F. F. Rundle. (The names of 159 of the successful 
candidates are published in the report of the meeting of the 
Royal College of Physicians of London below.) 


Bernhard Baron 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a meeting of the Royal College of Physicians of London 
on July 26th, the President, Lord Dawson of Penn, in the 
chair, the following were elected officers for the ensuing year: 
Censors, W. Langdon Brown, Charles Bolton, Gordon M., 
Holmes, H. Letheby Tidy ; /veasurer, Sidney P. Phillips ; 
Registray, Sir Raymond Crawfurd Harveian Librarian, 
Arnold Chaplin ; Assistant Registrar, C. E. Newman. 


Appointments 


The following appointments were announced: Sir Henry 


Dale as Harveian Orator, 1935 (the forthcoming Harveian 
Oration in October next will be delivered by Dr. James 
Collier); Dr. D. T. Davies as Bradshaw Lecturer, 1935 ; 
Dr. J. S. Bolton as Lumleian Lecturer, 1935; Dr. Alan 


Moncrieff as Goulstonian Lecturer, 1935 ; Dr. J. D. Rolleston 
as FitzPatrick Lecturer, 1935; Dr. C. R. Harington as 
QOliver-Sharpey Lecturer, 1935 ; Dr. C. G. Seligman as Lloyd 
Roberts Lecturer, 1935; and Sir Bernard Spilsbury as 
Croonian Lecturer, 1936. 

fhe Murchison Scholarship was awarded to S. G. Browne. 

Sir Humphry Rolleston was re-elected a representative of 
the College on the executive committee of the Imperial Cancer 
Research Fund, and Dr. H. L. Tidy the representative on the 
General Medical Council. 

The College expressed its full sympathy with the efforts of 
the Anti-Noise League to secure an abatement of avoidable 
noise, 

The President briefly reported on the valuable work done 
at the request of the College by Dr. D. T. Davies, Dr. L. H. 
Whitby, and Dr. H. Graham Hodgson in a joint research into 
pneumococcal pneumonia. The College undertook to sponsor 


the publication of this report either in some existing journal 
or otherwise. 

The President reported the progress of the Tuberculosis 
Survey Scheme, which had been approved by the Comitia in 
He explained that it was 


principle on a previous occasion. 


UNIVERSITIES 


has been appointed lecturer in 
and Miss 
diseases. of 
Fisher, M.R.C.P., and Mrs. Sylvia K. 
M.D., M.R.C.P., clinical demonstrators in diseases 
of children ; and Dr. J. C. Nicholson demonstrator in human 


Fisher, 
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intended to investigate preclinical tuberculosis by means of 
clinical investigation, radiclogical examination, and Mantoux 
testing. A series of expert committees had sat and reported 
on standard techniques for the radiological and tuberculin 
Investigations, so as to ensure uniformity throughout the 
working of the scheme. There had been great difficulties in 
arranging for the widespread co-operation between many 
different bodies and persons, by which means alone so large 
an enterprise could succeed, but all these problems appeared 
to have been solved. It is, however, proposed to institute the 
survey only on a limited scale in the boroughs of Camber- 
well, Bermondsey, and Westminster during the first year 
in case of difficulties arising, but it was the unanimous opinion 
of the experts who have been consulted that even if the 
scheme as a whole cannot be carried through very valuable 
information will be obtained. 

Phe College considered a report of the committee of manage- 
ment, and approved the following recommendation of the 
committee: 

“That the present regulations regarding the admission of 
graduates in medicine and surgery of recognized foreign univer- 
sities be revised as from October Ist, 1934, to provide that such 
graduates be admissible direct to the examination in anatomy and 
physiology, and, after passing in these subjects, be required to 
follow for thirty-six months the practice of medicine, surgery, and 
midwifery of a recognized medical school and hospital in Great 
Britain or [Ireland before they are admissible to the final 
examination,” 

Membership | 

The following candidates, having satisfied 

Board, were admitted Members of the College: 


the Censors’ 


C. E. Allen, M.D.Lond., L.R.C.P., C. B. Bamford, M.D.Liverp., 
H. A. Cooper, M.B.Lond., L.R.C.P., J. Fenton, 
D. Glass, M.B.Belf., I. G. Jones, M.B.Lond., 
Keele, M.B.Lond., L.R.C.P., A. Kennedy, M.B.Lond., L.R.C.P., 


G. R. Kirk, M.B. New Zealand, D. J. VT. Leanagé, M.D.Lond., 
J. Lee, M.B.Melb., L. G. Norman, M.B.Lond., 
W. H. Owles, M.B.Oxf., L.R.C.P., A. R. Southwocd, M.D.Adelaide, 
A. S. Strachan, M.D.Glas., E. M. Wijerama, M.D.Lond., H. A, 
Yenikomshian, M.D. Beirut. 


Licences and Diplomas 
Licences to practise were conferred upon the following 
159 candidates (including eighteen women) who have passed 
the final examination of the Conjoint Board and have complied 
with the by-laws of the College. 


Winifred L. Ll. Acraman, M. Altmann, Alberta T. Andrews, 
Margaret D. Baber, K. C. Bailey, Mary Barber, T. L. Barbour, 


C. Bard, FF. oR. 
Bodington, A. G. W. 


Berridge, K. H. Blazebv, C. H. Bhiss, J. R. 
Branch, N. P. Brown, E. J. Bury, I. Byer, 
W. A. Carey, R. M. Case, Jean M. Cass, A. M. Chapnick, 
S. C. Chatterjee, R. F. Clarke, S. G. Clayton, H. McH- Clege, 
Gladys E. Clyne, S. G. Col!ingwood, A. B. Concanon, D, D, Cranna, 
F. H. Culshaw, R. S. Dale, D. H. Davies, D. Ll. L. Davies, 
G, M. Denning, F. H. D'Souza, N. J. Dias, Bessie Dodd, 
Dorothy S. R. Drew, Ruth C. Easterling, T. S. Eddy, K. C. Eden, 
J. D. Fergusson, I. C. Fletcher, A. F. Fowler, P. Sv Box, 
Cc. S. France, I. N. Fulton, Galinsky, KR. H. Gardiner, 
J. C. Garland, D. J. Gilbert, A. J. Glazebrook, C. H. Goodliffe, 
M. E. Gordon, E. O’D. C. Grattan, B. S. Grant, P. R. Greeves, 
A. V. Griffiths, V. P. Gupta, A. H. Hall, H. A. Hamilton, 
M. Hamilton, E. A. Hardy, E. EK. Harris, O. L. Hewson, 
J. H. Hovell, T. H. Howell, J. H. Hudson, H. C. Hugh, J. Hughes, 
Cc. C. Hurst, J. R. Hutcheon, I. H. Jenkins, J. R. R. Jenkins, 
B. S. Jirge, D. M. Jones, E. J. Jones, E. I. Jones, J. E. V. Jones, 
R. N. Jones, W. M. P. Jones, Nora L. Keevil, J. H. Kellgren, 
M. B. Khan, D. M. King, N. F. Kirkman, R. M. Kirkwood, 
Freda H. Knight, R. W. G. Lancashire, J. L. Lanceley, J. 
Lankester, J. V. Laverick, L. IF’. E. Lewis, F. D. M. Livingstone, 
M. C. W. Long, A. J. McCall, D. de la C. MacCarthy, D. P. McCoy, 
G. G. Macdonald, E. H. Markby, T. D. M. Martin, A. G. C. Mason, 
E. B. Z. Masterman, S. G. Mayer, A. Moore, G. H. Moore, 
P. Morris, E. J. Moynahan, P. H. Newman, W. S. Noble, Ivy E. 
Oliver, M. M. Osher, G. R. C. Palmer, R. S. Pepperdine, R. Peters, 
R. A. Piachaud, T. H. Pierce, E. H. Platts, R. H.> Purnell, 
L. Rabinovitch, F. Riggall, W. G. S. Roberts, A. T. Roden, 
Katharine C. Rogers, M. Rooms, W. T. Ress, C. R. St. Johnston, 
Irene E. Sandford, D, Sanyal, R. S. F. Schilling, E. A. Schott, 
S. K. Sen, H. H. S. Sherwill, H. G. Silvester, N. W. Sivolella, 
‘Seddy, F. Stallard, jf. Starkic, J. Stead, 
F. G. St. C. Strange, J. S. F. Sutton, J. C. Thomas, M. J. H. 
Thomas, Mary G. Thomas, L. N. Trethowan, T. H. Tu'pule, 
RK. W. D. Turner, R. H. A. Turner, J. K. B. Waddington, R. C. 
Walch, Kathleen M. Webster, B. Weiner, ©. C. Wilkinson, M. W. 
Williams, F. L. Wollaston, B. L. FE. Wong, G. M. Woolford, 
Fanny D. Wride, K. H. Wright, Betty M. Zeal. 


The following diplomas were also conferred jointly with the 
Royal College of Surgeons of England, and the list of success- 
ful candidates was published in the report of the meeting of 
the Royal College of Surgeons in our issue of July 2tst 
(p. 143): Public Health (6) ; Tropical Medicine and Hygiene 
(17) ; Ophthalmic Medicine and Surgery (16) ; Psychological 
Medicine (10) ; Laryngology and Otology (7) ; and Medical 


Radiology (5). 
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The Services 


ROYAL NAVY MEDICAL DEPARTMENT 


Surgeon Rear-Admiral Guy L. Buckeridge, O.B.E., has been 
appointed Deputy Director-General of the Medical Department 
of the Navy, and took over his duties on August 8th in 
succession to Surgeon Captain C. V. Griffiths, D.S.O. 


DEATHS IN THE SERVICES 

Major Samuel Butterworth, R.A.M.C. (ret.), died at Ports- 
mouth on May 23rd, aged 76. He was born at Rochdale on 
June 21st, 1857, and entered the Army as surgeon on August 
Qnd, 1884. He became surgeon major after twelve years’ 
service, and retired on August 3rd, 1904. He served in the 
Sudan Campaign of 1885, at Suakin, and received the 
Egyptian medal with the Khedive’s bronze star ; and in the 
South African War in 1899-1902, when he took part in 
operations in Natal, including the actions at Talana, 
Lombard’s Kop, and Colenso, and the relief of Ladysmith, 
also in the Transvaal and the Orange River Colony, was men- 
tioned in dispatches in the London Gazette of February 8th, 
1901, and received the Queen’s medal with five clasps and 
the King’s medal with two clasps. 


Medical News 


A clinical meeting of the Paddington Medical Society 
will be held at the Great Western Royal Hotel, Padding- 
ton, W., on Tuesday, August 14th, at 9 p.m. 


The next lecture-demonstration arranged by the Fellow- 
ship of Medicine and Post-Graduate Medical Association 
(1,, Wimpole Street, W.) will be given by Dr. Clark- 
Kennedy, at 11, Chandos Street, W., on August 14th, 
at 2.30 p.m. ; the subject will be hysteria. The follow- 
ing lecture will be on August 21st on asthma. Mr. A, C. 
Gairdner will give a short course of demonstrations on the 
treatment of fractures at St. George-in-the-East Hospital, 
Raine Street, E., from August 13th to 17th, at 2.30 p.m. 
The course will include fractures of the upper extremity, 
fractures of the spine and pelvis, and fractures of the lower 
extremity. Daily instruction in various branches of medi- 
cine and surgery is provided by the panel of teachers. 


At a recent meeting of the council of the Oxford Oph- 
thalmological Congress the following executive appoint- 
ments were made for 1935: Master, C. G. Russ Wood ; 
Immediate Past-Master, Cyril H. Walker ; Deputy Master, 
Philip H. Adams; Honorary Secretary and Treasurer, 
F. A. Anderson, 12, St. John’s Hill, Shrewsbury. The 
dates for the next congress are July 4th, 5th, and 6th, 1935. 


In the House of Commons, on July 31st, Mr. Elliot, 
replying to Mr. Joel, said he understood that the scheme 
for the supply of milk in schools at reduced rates, which 
was to be submitted by the English Milk Marketing Board 
for approval under Clause 11 of the Milk Bill, would 
probably provide that milk should be delivered in bottles 
wherever possible, and that straws would be provided 
with the bottles. 


The report for 1933 of the pathological laboratories 
(the gift of the Prudential Assurance Company) of the 
City of London Hospital for Diseases of the Heart and 
Lungs comprises a summary of the work done and two 
illustrated reprints of papers published during that year in 
Tubercle. The titles of these papers are: ‘‘ Infra-red 
Photomicrographs of the Asbestosis Lung ’”’ and ‘‘ The 
Morbid Anatomy and Histology of Asbestosis.’’ 


A paper on ‘‘ Recent Tendencies in the Development of 
General Hospitals in England ’’ in the Quarterly Bulletin 
of the Health Organization of the League of Nations, by 
Dr. Melville D. Mackenzie, has been published separately 
In pamphlet form (Vol. III, Extract No. 8). 

It is announced that Dr. H. Morley Fletcher and Dr. 
G. F. Still have been appointed consulting physicians and 
Mr. O. L. Addison and Mr. George E. Waugh consulting 
Surgeons to the Infants Hospital, Vincent Square, 
Westminster, 


The offices of the National Smoke Abatement Society 
have been transferred to 36, King Street, Manchester, 2. 


Dr. James Marshall, international inside right of the 
Glasgow Rangers Association Football Club, has been 
transferred to the Arsenal. Dr. Marshall graduated at 
Glasgow University in October last, and a condition of 
the transfer is that he is to continue his medical career 
in London. 


The King has appointed Dr. D. P. Wailling, acting 
medical officer, to be an Official Member of the Executive 
Council of the Presidency of the Virgin Islands. 


Professor d’Hérelle has resigned his chair at Yale 
University for the directorship of the Institute of Infec- 
tious Diseases at Tiflis, where he will continue his studies 
on the bacteriophage. 


Professor H. Schottmiiller of Hamburg has been elected 
president of the German Society of Internal Medicine for 
1935. 

Professor Luigi Devoto, professor of industrial diseases 
at Milan, Professor Giuseppe Muscatello, professor of 
clinical surgery at Catania, and Professor Giunio Salvi, 
professor of human anatomy and rector of the University 
of Naples, have been elected members of the Italian 
Senate. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 


CRIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of theirarticles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British Medical Association 
and the British Medical Journal is EUSTON 2111 (inteffial 
exchange, four lines). 

The TELEGRAPHIC ADDRESSES are: 


EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL CECRETARY, Medisecra Westceut, London. 

The address of the Irish Office of the British Medical Association is 
18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and of the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegcams: Associate, Edinburgh ; telephone: 
24361 Edinburgh). 


QUERIES AND ANSWERS 


House-flies 


““O. M.’’ (London, E.C.) writes in reply to ‘‘G. L.’’ (July 
7th, p. 47): My own experience in recent vears of similar 
plagues of flies occurring on windows of two rooms, one 
exactly above the other, may help him. Looking round for 
a possible nesting place, I removed a gas fire from the fire- 
place of the lower room, a fire which had been only seldom 
in use for years. I collected over four pint jugs of flies 
(ordinary house variety), having first stupified them with 
a spray. This process was repeated to ensure thorough 
evacuation of all flies and the lower aperture of the chimney 
stopped up with a paper bung, since when no flies have 
recurred throughout the subsequent season. 


Tennis Elbow 


In reply to ‘‘ Wessex ’’ a chartered masseur writes: I have 
often obtained a very satisfactory result with the following 
treatment: fifteen minutes’ radiant heat ; twenty minutes’ 
thorough massage (shoulder to hand), five minutes of this 
time to be devoted to local treatment over and around the 
radio-ulnar joint; and gentle active exercise within the 
limit of pain. The arm should be used daily in a natural 
manner for a short period, avoiding any undue strain. 
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After the first day it is possible to decide to what extent 
it may be used in this way without a painful reaction. 
Any loss of muscular tone may be restored by graduated 
faradic contractions. There should be a definite improve- 
ment at the end of ten days’ daily treatment if applied 
intelligently by an experienced masseur. Otherwise 1 would 
suggest considering the possibility of: (1) circulating toxin, 
as advanced by many authorities ; (2) a collection of in- 
flammatory material lying underneath the dense fascia of 
the extensor muscles over the head of the radius. In con- 
clusion, I might inquire whether ‘‘ Wessex ’’ is satisfied 
that his back-hand is an orthodox stroke. 


Nail-biting 

“W. R. W.”’ (Hove), in answer to the query of ‘‘ M.B.Ed.”’ 
for a method of curing nail-biting, writes: I would suggest 
he should ask the patient’s dental surgeon to fix two caps 
on the upper first permanent molars. These will keep the 
incisors from meeting, and so prevent the girl biting her 
nails. The caps must not be left on too long, cr the 
articulation will be upset, but from my own experience 
in a very bad case the habit is soon cured. 


Spermatorrhoea when Bathing 
Dr. W. Paterson Brown (London), in reply to ‘ M.D., 
D.P.H.”’ (July 28th, p. 192), writes: The discharge of 
semen following upon an unusual or inadequate stimulus 
is to be regarded as a common symptom of perversion or 
neurosis, and may occur in the apparently healthy. Analytic 
psychotherapy has benefited many such cases, and cure is 
usual. 
Income Tax 
Depreciation of Car 
“H. L. P.’’ has sold a car for £47 10s. which is the exact 
amount to which the cost had been reduced by the aggre- 
gate of the depreciation allowances up to that for the 
year 1934-5 inclusive. He bought a new car for £218 19s. 
in June, 1934—the full amount before any deduction for 
the £47 10s. received for the old car. What depreciation 
should he claim when making his return for 1935-6? 


“* £218 10s. at 20 per cent. = £44. 


Deduction for Rent and Rates 
“ CHESHIRE ’’ owns his own house and surgery. What 
deductions are allowable ? 


** A good deal must depend on the actual facts—for 


example, a practitioner possessed of substantial private 
means might use premises where the professional element 
was comparatively small. Assuming that ‘‘ Cheshire ’’ has 
a surgery and waiting room on the ground floor, and a 
garage, he might reasonably claim one-half of the rates 
and income tax assessable value. If there is no separate 
waiting room he may not succeed in obtaining more than 
one-third. 


Proportion of Household and Car Expenses 

“D. C.”’ differs from his local inspector of taxes with regard 
to the proportion to be applied to expenses which are not 
entirely professional—for example, house rent, domestic 
service, private use of car on holidays, etc. 

*,* The difference is mainly one of principle. ‘‘ D. C.”’ 
regards the proper professional charge as the amount which 
the service, etc., would cost, and the inspector considers 
that the total actual expenditure should be divided in the 
approximate ratio of professional and private use. The 
latter is the generally accepted view, and we believe it 
would be upheld on appeal. It may, for instance, be true 
that one maid alone would be inadequate to look after the 
surgery, attend the door, etc., at all times ; but if, in fact, 
two maids are kept—and one, on the average, is fully 
employed on the domestic work of the house—then only 
one-half the expense of the two is deductible as a pro- 
fessional expense. 


Employment of Wife : Special Allowance 

“B. R.’s’’ bookkeeping, typing, and clerical work generally 
is done by lis wife, who receives £2 a week in consideration 
of that work. 

*. He is entitled to the special allowance for wife’s 
earned income of £45 per annum. The £104 can_ be 
deducted as a_ professional expense, but if so must be 
separately assessed on the wife. Repayment can be obtained 
in respect of last year, when the claim was omitted. 


LETTERS, NOTES, AND ANSWERS 


Tue Br 


LETTERS, NOTES, ETC. 


Boiled Milk 

“E. B.’’ writes from Birmingham: One sees so much in the 
papers of ‘‘ Drink more milk,’’ and many _ doctors say 
““ Drink more milk boiled.’’ It is not generally known 
that when milk is boiled, if it is immediately well whisked 
to a froth, either in the saucepan or in the bowl, the 
boiled flavour disappears, and the tough scum, to which 
so many invalids and particularly little children object, 
does not rise to the top. When the milk is cold, if it is 
passed through a fine sieve a few disintegrated particles of 
scum may be found, but nothing that would be noticeable 
when used in an ordinary way. In two or three hours the 
cream rises, and can be used for tea, coffee, or fruit. Milk 
prepared in this way has a rich, delicious flavour. 


Insect Bites and lodine 

Dr. P. PRINGLE (Uxbridge) writes: In connexion with the case 
of gangrene of the finger following an insect bite, recorded 
by Dr. Ibotson (Journal, August 4th, p. 240), I should like 
to record that I have found in every case of septic insect 
bite which has presented itself to me this summer a history 
of the immediate application of iodine. I have wondered 
if anyone else has any views on this subject. 


Magic Pastille 

A Birmingham correspondent has sent us a cutting from the 
advertisement pages of a celebrated weekly periodical. The 
object of this advertisement is to persuade readers that by 
eating a pastille every night before going to bed they can 
smoke as much as ever they like without any ill effects. 
‘Tt seems to me,’’ writes our correspondent, ‘* a pernicious 
kind of thing to advertise, for we know that 1f a man 
is affected by smoking in the manner suggested in the 
picture, it is time he began to cut his tobacco down and 
realized that no masking of symptoms will do any good.” 


Medical Golf 

The Scottish Medical Golfing Society held its inaugurating 
meeting at Hadley Wood Golf Club on July 26th, with the 
greatest success. The prize for the best eighteen holes 
against bogey, presented by Dr. Skelley, was won by Dr. 
John Grant. The prizes for the first and second nine holes 
were won by Dr. Mackenzie and Dr. Findlay. Members 
dined together at the clubhouse. 


Disclaimers 

Professor GREY TURNER writes: In a Sunday newspaper, 
which has a considerable circulation in the North of 
England, an account recently appeared of a case on 
which I have lately operated at the Newcastle-on-Tyne 
Royal Infirmary. Under an arresting title misleading state- 
ments were made concerning the operation, and my name 
was mentioned in a way to which I very much object. 
Needless to say I knew nothing whatever about the report, 
nor did I give any information to the newspaper autho- 
rities, nor have they obtained information from the New- 
castle-on-Tyne Infirmary. It has unfortunately become not 
uncommon in this district for the more sensational papers 
to write up accounts of cases of which they have heard, 
and this is the ‘third occasion I have been the victim of 
publicity during the last twelve months. On a_ previous 
occasion I had an interview with an editor, and as a 
consequence he published a small paragraph in an out-of- 
the-way part of the paper disclaiming my connexion with 
the article in question ; but evidently they find the practice 
provides too ‘‘ good copy ’’ to be discontinued. 


Dr. E. Hopewett-Asu (London) writes: To avoid misunder- 
standing, may I say that certain opinions on the subject 
of drought and ‘‘ nerves ’’ attributed to ‘‘ Dr. Edwin Ash 
of Welbeck Street ’’ by a Sunday newspaper do not in the 
least represent my views. A disclaimer from me might 
perhaps be considered unnecessary, as I have not at any time 
practised in Welbeck Street ; but the opinions in question 
are supposed to be supported by extracts made from a book 
I wrote some sixteen years ago—Zhe Problem of Nervous 
Breakdown. 


Vacancies 

Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 30, 31, 32, 33, 36, and 37 of our 
advertisement columns, and advertisements as to partner- 
ships, assistantships, and locumtenencies at pages 34 and 35. 
A short summary of vacant posts notified in the advertise- 

ment columns appears in the Supplement at page 124. 
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